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PHYSIOLOGIC CONSIDERATIONS IN THE TREATMENT 
OF NEPHRITIS* 


Georce W. Tuorn, M.D.7 


BOSTON 


T IS a very great honor for me to have been 
given this opportunity of presenting the fifty- 
fourth Shattuck Lecture. As you well know, this 
lectureship was founded in the year 1854 by a 
gift from, the estate of George C. Shattuck, the 
elder, son of Benjamin Shattuck, a medical prac- 
titioner in Templeton, Massachusetts, and father 
of George C. Shattuck, the younger, the fourth 
Hersey Professor of the Theory and Practice of 
Physic. In earlier years at Harvard College it was 
the custom for all newly appointed professors to 
deliver an oration on taking office, and I feel that 
my lecture this evening corresponds in many ways 
to that earlier custom. With this in mind, I have 
selected a subject for discussion that has been of 
particular interest to several former professors 
of the theory and practice of physic. As the 
result of their observations we have obtained a 
clear picture of the pathologic changes that occur 
in nephritis and a good understanding of its clin- 
ical course. 

This evening I wish to discuss particularly a ra- 
tional basis for the treatment of the metabolic dis- 
turbances that occur in patients with renal insufh- 
ciency. Patients with kidney disease constitute a 
large and important group in both private and 
hospital practice. In the past it has been the cus- 
tom to discuss therapy largely on the basis of the 
type of renal lesion. Such an approach usually 
resulted in prolonged discussion as to the nature 
of the renal disease and in little consideration for 
the specific correction or improvement of the pre- 
senting metabolic disturbances. A brief survey of 
the paragraphs relating to therapy in nephritis as 
recorded in standard medical textbooks is sufficient 
to impress one with the confusion that exists at 
present in this field. Medical students and house 


“The Shattuck Lecture, delivered at the annual meeting of the Massa- 
chusetts Medical Society, Boston, May 25, 1943. 
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officers are not infrequently bewildered as to 
how to proceed in attempting to correct the physio- 
chemical disturbances that occur in patients with 
nephritis. 

Contact with the clinical manifestations of renal 
disease soon impresses one with the fact that 
nearly every type of metabolic disturbance that is 
known to occur in conjunction with renal disease 
may occur in the presence of any specific type of 
renal lesion, although, as we know, particular 
metabolic disturbances are encountered with:much 
greater frequency in association with certain types 
of renal lesions. This consideration might lead 
one to suspect that it would prove to be simpler 
and certainly more helpful if therapy .were dic- 
tated primarily by the nature of the metabolic 
disturbance rather than by the type of-pathologic 
change in the kidney. Thus the measures used 
in combating azotemia would be determined by 
such facts as whether azotemia was associated 
with dehydration, hypoproteinemia, edema or hy- 
pertension rather than whether azotemia was a 
consequence of acute nephritis, chronic glomeru- 
lar nephritis, pyelonephritis or congenital cystic 
disease of the kidneys. We have a precedent for 
this approach in the methods employed in the treat- 
ment of diabetic acidosis and coma. In this disease 
hyperglycemia, acidosis, dehydration and lipemia 
are treated as such, and in outlining therapy little 
attention is given to the nature of the underlying 
pathologic changes. On the whole these patients 
do well because we have developed some degree of 
skill in estimating the quantity as well as the 
quality or type of therapeutic agents employed. 
Quantitative considerations play an extremely im- 
portant role in the treatment of the metabolic dis- 
turbances associated with nephritis, since the body 
under these circumstances is so limited in its ability 
to compensate for an excess or deficiency of the 
indicated therapeutic agents. Hence it is not 
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enough to know what to use—one must also 

have a very clear idea as to how much to use! 
At this time it might be helpful to review a 

few basic physiologic principles, a knowledge of 


Taste 1. Basic Dietary Requirements for Health. 

Water, sufficient to provide a urine volume of approximately 
1000 cc. daily 

Calories, sufficient to maintain weight 

Protein, approximately 1 gm. per kilogram per day 

Essential minerals and vitamins 


which is essential to the intelligent application of 
the therapeutic measures indicated in the treat- 
ment of patients with nephritis. We know that 
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1 gm. per kilogram daily is adequate. Evidences 
of specific amino acid deficiencies may appear on 
diets of lower protein content unless the Particu- 
lar proteins used are complete in essential amino 
acids. The daily requirements for the various 
minerals and vitamins have now been fairly well 
established.’ 

Since these four basic dietary requirements are 
the minimum necessary under optimal conditions. 
there is every reason to believe that in the pres. 
ence of disease they will certainly not be decreased; 
in fact, the requirement of certain of them may 
be greatly increased. Hence there is little justifica- 
tion for a therapeutic regimen in the treatment 
of patients with renal insufficiency that permits 
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Figure 1. Weight Curve in a Patient with Glomerular Nephritis. 


in order to maintain health the body must be 
provided with at least the four essentials (Table 1). 

Under most conditions if water intake is sufh- 
cient to provide for a urine volume of 1000 cc. 
daily, renal function may be carried on quite 
satisfactorily. It is obvious that in the presence of 
renal insufficiency more water may be required 
than under normal conditions, since the kidneys’ 
ability to concentrate urine may be markedly im- 
paired. 

The ideal diet for health is one that provides 
sufficient calories for maintenance of optimum 
weight. In undernourished patients, the caloric 
requirement will be considerably increased until 
optimum weight has been attained; in children, 
calories sufficient to permit normal growth must 
be provided. For adults, a protein allowance of 


the exclusion or significant reduction in any one 
of these essentials for any continued period of 
time. 

Difficulty in estimating the caloric requirement 
of patients with renal insufficiency. In health one 
can readily establish the caloric requirement of a 
subject by following changes in body weight in 
response to the ingestion of a diet of varying 
caloric content. In childhood, the added factor of 
growth must be considered. In most diseases the 
caloric requirement can also be estimated from 
changes in body weight. There are, however, 
at least two groups of diseases that provide nota- 
ble exceptions to this rule: diseases associated with 
impaired intestinal absorption, that is, enteritis, 
sprue, cirrhosis of the liver and so forth; and 
cardiac and renal failure with edema. 
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In the first group of diseases weight loss may 
occur despite a normal caloric intake because of 
poor or impaired absorption from the gastrointes- 
tinal tract. In the second group weight gain may 
occur despite an inadequate caloric intake because 
of excessive salt and water retention. Thus in 
patients with nephritis it is frequently impossible 
to estimate the adequacy of caloric intake by fol- 
lowing changes in body weight. This is well il- 
lustrated by the marked fluctuations in body weight 
that were observed in a patient with glomerular 
nephritis who was maintained on a constant diet 
of adequate caloric intake (Fig. 1). The patient 
had been ill for approximately ten days before 
entering the hospital. On admission this patient 
weighed 48.2 kg. and was markedly edematous. 
His daily caloric intake was 2100 calories. During 
the first ten days after admission a weight loss of 
over 6 kg. (approximately 13 lb.) was observed. 
This occurred despite the intake of adequate cal- 
ories for weight maintenance. On the tenth day 
there was no edema present, and the patient ap- 
peared distinctly undernourished. Forty days later 
this patient weighed 48 kg., a gain of 13 lb. on 
the same caloric intake, that is, 2100 calories daily, 
and at that time there was no edema present. 
Thus on a constant diet adequate for growth this 
patient first lost weight, then gained, the loss being 
occasioned by excretion of fluid; the gain in this 
instance was largely new tissue. 

Estimation of water balance. Because edema 
and dehydration are frequent complications of 
nephritis, considerable emphasis is placed on meas- 
urement of water balance. Unfortunately, to most 
physicians the term “water balance” indicates 


Taste 2. Determination of Fluid Balance. 








INTAKE OUTPUT 


Liquids Urine 
Water content of solid food Feces 
Water resulting from oxida- Insensible water loss 


tion of protein, carbo- 


Perspiration 
vdrate and fat P 


Abnormal water losses (saliva, 
sputum, draining fistulas 
and so forth) 


simply the relation that exists between the quan- 
tity of liquids ingested and urine output! It is 
obvious from a study of Tables 2, 3, 4 and 5 that 
one cannot interpret water balance on the basis 
of the difference between fluid intake and urine 
output. Fortunately there are fairly reliable clin- 
ical signs that indicate changes in water balance, 
thar is, increasing edema, dry skin, dry tongue, 
enophthalmos and so forth since under most cir- 
cumstances it is impossible or impractical to make 
the elaborate measurements necessary for accu- 
rate determination of water balance. 
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In relation to edema it is important to empha- 
size the fact that the retention of additional fluid 
in the extracellular compartment is almost totally 
dependent on the retention of sodium.? Thus, it 


Tasie 3. Determination of Sensible and Insensible Water 
Loss (overnight weight loss under standard condi- 








tions). 
Weight of patient at 9 p.m. 52.5 kg. 
Weight of patient at 9 a.m. 52.2 kg 
Difference 0.3 kg. 
24 
0.3 kg. X — = 0.6 kg. insensible water loss in a 24-hour period 








may be stated that without a source of sodium 
there can be little retention of ingested fluid. ‘This 
can easily be proved by drinking a large quantity 


Taste 4. Calculation of Water of Oxidation. 








1 gm. protein = 0.4 gm. water 

1 gm. carbohydrate = 0.6 gm. water 

1 gm. fat = 1.0 gm. water 
Example 


Diet: Protein, 70 gm.; carbohydrate, 200 gm.; 
fat, 120 gm. 


70 X 0.4 = 28 gm. 

200 X 0.6 = 120 gm. 

120 X 1.0 = 120 gm. 
Total 268 gm. water 





of water and restricting sodium chloride to 1.5 
gm. or less per day. On this regimen little or no 
increase in body weight will be observed. If, on 
the other hand, one drinks adequate quantities of 
water and ingests large quantities of salt, excessive 
weight gain will occur and edema may become ap- 
parent. For the patient with nephritis it is well to 
emphasize the fact that quantities of sodium chlo- 
ride as small as 2 to 5 gm. daily may present a 
tremendous excess for renal excretion and thus 


Taste 5. Calculation of Fluid Balance. 








Diet: Protein, 70 gm.; carbohydrate, 200 gm.; fat, 120 gm. 








INTAKE OUTPUT 
Fluids 1500 cc. Urine volume 1150 cc. 
Water content of Fecal loss 250 cc. 
solid foods 600 cc. Insensible water 
Water of oxidation 268 cc. loss 792 cc. 
Total 2368 cc. Total 2192 cc. 


Difference between water intake (2368 cc.) and water output 
(2192 cc.) = 176 cc. 

Weight of patient at beginning and end of 24-hour period revealed 
a gain of 0.1 kg. (100 cc.). 





induce an effect equivalent to 20 to 30 gm. of 
sodium chloride daily in normal subjects. 

A factor that also may affect water balance in 
female patients with nephritis is the salt-and-water 
retention that occurs normally during the three to 
seven days prior to the onset of menstruation.’ 
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Normal women are known to retain excessive 
quantities of salt and water during the week im- 
mediately preceding the onset of menstruation 
(Fig. 2). With the onset of menstruation, a di- 
uresis is frequently observed and the excess fluid 
is eliminated. Female patients with nephritis may 
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ciently as can normal subjects, since the ability of 
the kidney to form ammonia from urea may be 
limited. Sodium and other fixed bases are drawn 
from the body and excreted in order to help neu. 
tralize acid end products excreted by the kidney, 
This may result in a severe depletion of the alkali 
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Ficure 2. The Normal Premenstrual Gain in Weight Associated with 


Sodium Retention. 


be expected to exhibit this same phenomenon dur- 
ing the years of ovarian activity. In the presence 
of a fundamental derangement that predisposes 
to fluid accumulation such as nephritis, however, 
one may expect a much greater total retention of 
sodium, chloride and water. Female patients af- 
flicted with chronic nephritis have been suspected 
not infrequently of having recurrent exacerbations 
of their disease, as evidenced by the appearance of 
edema and a moderate rise in blood pressure dur- 
ing the phase of premenstrual retention of sodium, 
chloride and water (Fig. 3). 

Acid-base balance. In normal subjects an equi- 
librium exists in which the acid ash of the diet 
and the acid end products of metabolism are 
eliminated with the use of a minimum quantity 
of fixed base —principally sodium. This is ac- 
complished in part by the ability of the lungs to 
ventilate carbon dioxide, in part by the ability of 
the kidneys to form the base ammonia from urea, 
which is a waste product, and in part by the 
ability of the kidneys to eliminate an acid urine 
in the presence of a glomerular filtrate that is al- 
kaline in reaction (Table 6). Patients with nephri- 
tis, however, can no longer conserve base as efh- 


reserve of the body. Since the production of acid 
metabolites cannot be decreased significantly in pa- 
tients with renal disease who are resting in bed 
and who do not have fever, only two approaches 


Taste 6. Acid-Base Balance. 
The body must be prepared to care for an excess of acid 
resulting from: 
End products of metabolism 
Acid-ash diet 
Several mechanisms are utilized in caring for an excess 
of acid: 
Buffer system of the blood 
Ventilation of carbon dioxide 
Excretion of an acid urine 
Formation of ammonia by the kidney 





are open by which one may conserve the base re- 
serves of the body: decreasing the acid ash of diet 
by ingesting a diet of neutral or alkaline ash 
composition; and administering an excess of alkali 
(preferably sodium) to provide for the increased 
renal needs of fixed base. The former approach 
may be employed at all times; the latter is usually 
contraindicated in the presence of edema. 


Aluminum hydroxide may be added to milk or 
taken with food; by so doing a great reduction 
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; in phosphorus absorption can be demonstrated and the serum carbon dioxide combining power 
ty of (Fig. 4). By employing aluminum hydroxide one gives one a fairly accurate indication of the serum 
y be is able to use foods of high nutritive value—for base under most circumstances and permits one 
py example milk — that naturally contain large quan- to decide whether sodium chloride or sodium bi- 
Iney, 
kali 57 : . _ . 
L£dema 
4 Ys ‘ 
Fo ; 
e Bod / ' 
Y 56+ e-e \ 
° 4 ry 
Weight / ~. 
* 
kg. r0-0-07°%, 2 ‘. 
e \ ? 

‘ / \ ‘ 

! 55p-0-° e-e-0 

i 

: | = 

4S 0 56 = 2% 

days 
Constant diet and fluid intake. 
Ficure 3. Changes in Weight during the Menstrual Cycle 
in a Nephritic Patient. 

tities of fixed acid, and that without the addi- carbonate or both should be administered or with- 
tion of aluminum hydroxide, would add to the held (Fig. 5). In summary, one should be able 

burden placed on the kidney. to guide therapy efficiently and effectively in most 
acid Acid-base composition of blood plasma. De- ases if the following chemical determinations can 
"Ee 4 | tailed analysis of the changes in acid-base com- be performed promptly: blood urea a ie 
ches Pm Position of blood plasma that may occur in patients "ONprotein nitrogen, total protein, serum chloride 

_ with renal disease has been presented by Peters and serum carbon dioxide combining power. 

_ and his co-workers. The physiologic implications Role of serum protein. An understanding of the 
that arise in relation to these changes have been composition and role of the serum proteins is es- 
clearly outlined by Gamble? It is obvious that sential in considering the treatment of patients 

in the treatment of patients with renal insuff- with nephritis. The relation of albumin to glob- 

_ ciency, just as in the treatment of patients with ulin in the serum is well known, and the changes 
severe diabetes, one must have available labora- in colloid osmotic pressure that occur with changes 
tory facilities for certain chemical determinations. in the relative quantities of these two proteins are 

It is essential to limit the necessary determinations evident (Fig. 6). A striking reduction in serum 

_ FF to those that can be carried out in most general colloid osmotic pressure may occur in the presence 

| i hospital laboratories if the application of successful of a normal total serum protein level as a conse- 

om | treatment is not to be limited to a few research quence of a decrease in the albumin-globulin ratio. 

diet j centers. It would appear desirable to be able to This latter change may be observed frequently in 

ash | “ctermine the blood urea nitrogen or nonprotein patients with acute nephritis in whom a rise in 

Tkali + nitrogen level of the blood, the total serum pro- globulin frequently conceals a reduction in al- 

nased | | (is the serum chloride and the serum carbon bumin. Thus despite a normal total serum pro- 

cach | dioxide combining power. The albumin-globulin tein level one may have a greatly reduced serum 
ually [9 ratio is not essential for guiding therapy, since it colloid osmotic pressure. 

's sate to assume that all patients with nephritis Longcope’s® studies have revealed that patients 

7" — have some reduction in serum albumin with acute nephritis of severe degree usually have 

ion evel. A knowledge of the serum chloride level a striking reduction in serum albumin level and a 
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corresponding rise in serum globulin. Patients 
with less severe renal damage show similar but 
less striking changes. Recovery from acute nephri- 
tis is usually associated with a rise in serum albu- 
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Since in most cases it is not possible to obtain a 
striking increase in serum albumin level with 
high-protein feeding or amino acids hy mouth or 
intravenously, it is apparent that serum albumin 
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Ficure 4. 
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The Effect of Aluminum Hydroxide Therapy, 


Diet Being Constant. 


min and a fail in serum globulin. It therefore 
appears that most patients with renal impairment, 
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Ficure 5. The Acid-Base Composition of Blood Plasma. 


either acute or chronic, manifest some degree of 
serum albumin depletion, and therefore one of the 
most characteristic disturbances in metabolism as- 
sociated with renal disease is hypoalbuminemia. 


administration is the only effective means of com- 
pensating for this deficiency. 

Because of its apparent rapid utilization, serum 
albumin administration in doses available for 
chemical use should not be expected to increase 
the level of serum albumin. It can be estimated 
from studies on animals fed protein-deficient diets 
that in man an increase of 1 gm. in the concentra- 


Calculation of the Total Quantity of Protein 
in Plasma. 


TABLE 7. 


Plasma volume 
Xx proteim concentration (gm. per 100 cc.) = Total protein 


100 


Example 
3000 

- X 7.0 gm. = 210 gm., 
100 


of which two thirds is 
albumin, that is, 140 gm. 


tion of serum albumin or a total increase of 30 
gm. in plasma albumin on the basis of a plasma 
volume of 3000 cc. (Table 7) may be reflected in 
the entire body as necessitating the retention of 
750 gm. of protein (Fig. 7). The concept that 
an equilibrium exists between the body protein in 
general and serum albumin aids in understanding 
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why it is difficult, if not impossible, to increase 
appreciably the serum albumin level with the quan- 
tities of intravenous protein that can be given 
safely. 

In administering protein intravenously to pa- 
tients with renal insufficiency it appears that the 
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large dose in patients with hypertension or in pa- 
tients with cardiac enlargement. It is possible, as 
a result of the reduction in edema and azotemia 
that frequently follows the administration of par- 
enteral fluids and albumin solution, that the di- 
gestion and absorption of ingested protein and 
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Figure 6. Serum Proteins and Colloid Osmotic Pressure. 


chief benefit is derived from the temporary in- 
crease in colloid osmotic pressure, the resulting in- 


Example: 


Plasma Volume 
000 cc. 


Ficure 7. 





the synthesis of serum albumin from ingested pro- 
tein may be improved, and this improvement in 





ZY Serum Albumin 
Initial 3.0 gm. / 100 cc. 
Final 4.0 gm./ 100 cc. 


Diagram Showing That to Increase Serum Albumin 1 Gm. 


Requires the Retention of 750 Gm. of Protein. 


creased hydremia, the increased glomerular filtra-turn may be reflected by a gradual rise in serum 
tion and hence the decrease in edema and azo-protein concentration. 


cee Since the action of a single dose of serum 
- ape or protein is transient,’ daily or divided 
ally 


> administrations are indicated. Repeated small 
ses are particularly advisable rather than a single 


The total plasma content of protein may also 
play an important physiologic role. We are ac- 
customed to assume that a value of 7 gm. of serum 
protein today and a similar value observed one or 


a 
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two weeks hence represent equivalent quantities of 
serum protein in the body. Actually this may 
not be the case, since plasma volume may have in- 
creased or decreased in the meantime, and thus 
there may have been a considerable increase or 
decrease in the total quantity of plasma protein. 
This can be demonstrated by injecting slowly a 
measured quantity of serum albumin intrave- 
nously, under which circumstance little or no rise 
in serum albumin level will occur, but a very great 
increase in plasma volume can be demonstrated‘ 
and of course the total quantity of plasma protein 
is temporarily increased. That such changes might 
occur spontaneously in patients with renal insufh- 
ciency is possible. It is of interest to note how 
frequently diuresis attended by no increase in 
serum albumin level is assumed to indicate that 
no change in serum protein could have occurred. 
Such a deduction is obviously subject to error 
unless plasma-volume measurements show that no 
change has occurred in the total quantity of serum 
albumin. In the absence of direct blood-volume 
measurement, changes in the red-cell count or 
hemoglobin may be useful in interpreting sudden 
changes in plasma volume. The determination of 
the albumin-globulin ratio may also be helpful in 
deciding whether a significant change in serum al- 
bumin has occurred. 

To maintain nitrogen balance and to attempt 
to increase the serum albumin level one might 
consider the use of one or more of the follow- 
ing nitrogen-containing preparations: protein by 
mouth, amino acid by mouth, amino acid by vein, 
albumin intravenously, plasma intravenously and 
whole blood intravenously. 

Adequate protein by mouth is of course indicat- 
ed in all patients who are not nauseated or vom- 
iting. Patients with renal insufficiency with nor- 
mal blood-urea level may be given 2 to 3 gm. of 


Taste 8. Some Advantages Pertaining to the Use of a 
High-Protein Diet in Patients with Renal Insufficiency 
associated with Edema without Azotemia or Acidosis. 








Improved nitrogen balance 
Increased urea 

Increased renal blood flow 
Acid ash 





protein per kilogram of body weight with advan- 
tage. In these patients a high-protein diet may be 
considered to be advantageous for several reasons 
(Table 8). Patients with elevated blood urea ni- 
trogen will do better on a diet restricted to 0.5 to 
1.0 gm. of protein per kilogram of body weight. 
The oral administration of amino acid solution, a 
form of nitrogen that can be readily absorbed and 
that does not place so great a burden on the diges- 
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tive system as do the complex proteins, has been 
recommended for patients with renal insufficiency, 
Most patients, however, prefer complete proteins 
to the amino acid solutions that are available at 
present. Amino acid solutions by vein do not pro- 
vide the colloid osmotic effect of protein solutions, 
Although amino acid solutions do form a ready 
source of nitrogen, and do represent complete re- 
placement, there is little indication for their use in 
patients with renal insufficiency if albumin or 
plasma solutions are available. If parenteral ther. 
apy must provide all nutritional requirements for 
a period longer than one week, certainly the ad- 
ministration of amino acid solutions is indicated, 

At present a solution of albumin has two ad- 
vantages over a solution of concentrated plasma 
for patients with renal insufficiency: it can be 
prepared with a relatively low sodium chloride 
content, and it has a higher colloid osmotic pres- 
sure. Transfusions of whole blood provide hemo- 
globin in addition to plasma proteins and are the 
only effective treatment for the anemia so fre- 
quently associated with renal azotemia. 

In the treatment of patients with azotemia with- 
out edema, it is generally recognized that forc- 
ing fluids is particularly advantageous in reduc. 
ing the accumulation of metabolites in the blood. 
Many investigators believe that maximum glo- 
merular filtration can be obtained if adequate 
quantities of water are ingested. Studies in dogs, 
however, reveal the fact that the rate of urine flow 
and the glomerular filtration (creatinine clearance) 
can be appreciably increased over the maximum 
obtained by fluid administration by mouth if glu- 
cose solution is administered intravenously. Fur- 
ther increases can be obtained if normal saline infu- 
sions are employed instead of glucose (Fig. 8). 
Until proved otherwise, it would appear to be ad- 
vantageous to use these solutions parenterally in 
patients with azotemia without edema or impend- 
ing cardiac failure. 

Nausea and vomiting constitute a major com- 
plication in the treatment of patients with renal 
impairment. Under these circumstances all fluid 
and nourishment must be given parenterally 
(Table 9). It may be possible to administer water 


Taste 9, Parenteral Therapy Required in the Presence 
of Nausea and Vomiting. 


Daily body needs: 


Water 2500 cc. 
Calories 1200 
Protein 25-50 gm. 


—— 





by rectum; otherwise fluids and nourishment must 
be given intravenously or subcutaneously (Table 
10). Under these circumstances one may attempt 
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to fulfill basic nutritional requirements by admin- 
istering glucose and protein parenterally (Table 
11). The provision of 1000 to 1200 calories and 25 
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dium and chloride, a decrease in the plasma volume 
and consequently dehydration and an increase 
in azotemia. Thus there is a real necessity for 
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Saline Solution on Glomerular Filtration in Normal Dogs. 


to 50 gm. of protein may be considered to meet 
minimum basic requirements under these circum- 
stances. Vitamin preparations may be given par- 
enterally. Because of the large quantity of glu- 


Taste 10. Nutritional Requirements in the Presence of 
Nausea and Vomiting. 

Water Per rectum, sub- Glucose solution, saline 
cutaneously and solution and lactate 
intravenously solutions 

Calories and Subcutaneously 5 per cent glucose solution 


Glucose solution, whole 
blood, plasma or a.bumin 
and amino acids 


protein Intravenously 


cose solution needed, water requirements are 
easily met. Glucose administration intravenously 
should not exceed a rate of 1 gm. per kilogram of 
body weight per hour for optimum utilization. 
Hypertonic glucose solutions and protein solu- 
tions should be given very slowly and in small 
quantities to patients with hypertension, cardiac 
enlargement or acute nephritis. 

When fluids are forced, either by mouth or 
parenterally, in the treatment of patients with 
izolcmia, it must be recognized that essential min- 
erals, such as sodium and chloride, are also lost 
in excess. Continued treatment of this type may 
result in a striking fall in the serum level of so- 


providing sodium chloride, in small quantities at 
least, during such periods of active diuresis. 
General considerations. The commoner disorders 
that occur in conjunction with renal insufficiency 
are summarized in Table 12. It is obvious that 
solutions containing sodium and chloride might 
prove advantageous in the treatment of the first 
group of disorders (nausea and vomiting, azo- 
temia and dehydration), whereas saline solutions 
would be contraindicated in most cases in the sec- 
ond group (edema, hypertension and cardiac fail- 
ure). It is also obvious that whereas a_high- 
protein intake might be advantageous to patients 


Taste 11. Basic Nutritional Requirements. 


Minimum daily caloric requirement 1200 
Calories from 50 gm. of protein (4 X 50) 200 
Difference 1000 
250 gm. of glucose is needed to provide 1000 
calories. Therefore, the administration of 


2500 cc. of 10 per cent glucose solution will 
supply the necessary calories. 





with edema and hypoproteinemia, such a diet 
would be contraindicated in the presence of azo- 
temia. Improvement can be expected in all cases, 
however, if glomerular filtration can be increased 
without placing too great a load on the heart. 
Disturbances such as those observed in calcium 
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and phosphorus metabolism, creatinine and uric 
acid have not been discussed individually since, for 
the most part, they are corrected when glomerular 
filtration is improved. It is to be noted that no 


Taste 12. Commoner Disorders accompanying Renal 
Insufficiency. 





Anorexia, nausea and vomiting 
Azotemia 
Acidosis, dehydration 


Anemia 

Edema 
Hypoalbuminemia 
Hypertension 
Cardiac failure 





reference has been made to the type of nephritis or 
renal insufficiency with which the metabolic dis- 
order is associated. This has been purposeful since, 
with rare exceptions, treatment based on correcting 
the presenting metabolic disorders will not be al- 
tered by the type of underlying renal disease. 

With these considerations in mind, one can now 
arrange a group of effective physiologic thera- 
peutic agents for use in the treatment of the met- 
abolic disorders associated with renal insufficiency 
(Table 13). 

I believe that practically all that can be accom- 
plished in correcting the metabolic disturbances 
that are associated with renal insufficiency can be 
accomplished by the use of these simple agents. 


Taste 13. Physiologic Therapeutic Agents Used in the 
Treatment of Metabolic Disorders associated with 
Renal Insufficiency. 





Water 

Minerals: 
Sodium chloride 
Sodium bicarbonate and sodium lactate 
Aluminum hydroxide 

Glucose solutions 

Solutions containing protein: 
Albumin 
Plasma 

Whole blood 

A diet containing the basic nutritional 
requirements for health 





The problem is to match correctly the disturb- 
ances in function with the proper quantity of the 
indicated agent. Although the extent and progress 
of the underlying renal disease is the ultimate 
factor in prognosis, proper therapy may provide 
time for healing to take place in patients with an 
acute process, and may rehabilitate for months and 
even years an appreciable number of patients suf- 
fering from the effect of extensive and permanent 
impairment of renal function. 

An outline of therapy suggested by the physio- 
logic needs required to correct the metabolic dis- 
turbances that present themselves in patients with 


renal disease follows. It is not to be presumed 
that these suggestions present all the effective 
forms of therapy or necessarily the most effective 
means of therapy; the outline is presented princi- 
pally because it is based on physiologic considera- 
tions that should indicate appropriate measures. 

Metabolic disturbances frequently associated 
with renal insufficiency. The treatment as out- 
lined is based on the requirements of adolescents 
and adults. The same principles apply to the treat- 
ment of infants and small children, although 
quantitative requirements may differ appreciably 
and the administration of parenteral fluids will 
present greater practical difficulties. 


Group I 


1. Edema. 

Purpose of treatment: Since in most cases 
edema is associated with hypoalbuminemia, ther- 
apy is directed toward increasing the colloid 
osmotic pressure of the serum, thereby increasing 
the plasma volume and aiding in the renal elimi- 
nation of excess salt and water. A diet of acid-ash 
residue facilitates sodium loss and hence further 
reduces the quantity of extracellular fluid. 


A. In absence of nausea and vomiting: 

1. Diet, salt free, high protein (2-3 gm. 
per kilogram of body weight). 
Fluids, 1500-2000 cc. by mouth daily. 


3. Albumin,* 25 gm. intravenously daily. 
Plasma is less advantageous because of its 
high sodium chloride content. Ammo- 
nium chloride, mercurial diuretics, thy- 
roid and urea may prove helpful but ‘are 
not necessary if albumin is available for 
intravenous use. 


N 


B. In presence of nausea and vomiting: 


1. Glucose solution, 1500-2000 cc. 10 per 


cent intravenously daily. 


2. Protein (preferably albumin), 25-50 gm. 


intravenously daily. 


The changes in body weight in a patient (P. B. B.H. 
M62053), a white man, 26 years of age, with a nephrotic 
syndrome of 3 years’ duration, which followed the admin- 
istration of albumin intravenously are presented in Fig- 
ure 9. This patient had been bedridden for several months 
prior to the institution of albumin therapy and had failed 
to improve following treatment with a low-salt diet, 
high-protein intake, urea administration, occasional injec- 
tions of mercurials and so forth, although on previous 
hospital admissions he had responded favorably to these 
therapeutic measures. It cannot be stated that albumin 

*The human albumin used in this study was provided for experimental 
purposes through the courtesy of Dr. Edwin J. Cohn, Dr. Charles A. Janeway, 
Dr. Sam T. Gibson and Dr. Lorande M. Woodruff, of the Harvard Medical 


School. Albumin will not be available for general clinical use during 
the war because of the needs of the armed forces. 
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therapy intravenously was responsible for his improve- 
ment on this occasion. It can be stated, however, that 
this patient did present a marked albumin deficiency, and 
that parenteral administration of albumin solution was 
a sound method of compensating for the hypoproteinemia. 
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4. Venesection in presence of increased 
venous pressure. 
Intravenous administration of fluids and 
protein solutions is contraindicated. Small 
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Ficure 9. Changes in Weight in a Patient with the Nephrotic Syndrome. 


2. Edema plus Hypertension. 


Purpose of treatment. To increase the colloid 
Osmotic pressure of the serum and at the same 
time to prevent overtaxing the heart. 


A. In absence of nausea and vomiting: 
1. Diet, salt free, high protein (2-3 gm. per 
kilogram of body weight). 
. Fluids, 1500-2000 cc. by mouth daily. 


. Albumin, 25 gm. in divided doses in- 
travenously daily. 


presence of nausea and vomiting: 
. Glucose solution, 500 cc. 10 per cent in- 
travenously every 6-8 hours. 


- Protein (preferably albumin) 8 gm. in- 
travenously every 6-8 hours. 


3. Edema plus H ypertension plus Cardiac Failure. 


Purpose of treatment. To improve the cardiac 


status and to facilitate the renal excretion of salt 
and water, 


1. rie 1000-1500 cc. milk or fruit juice 
dally. 


No additional fluids. 
Digitalis and oxygen therapy. 


quantities of hypertonic glucose solution 
— that is, 50 cc. of 20 per cent glucose — 
may be given on evidence of improve- 
ment in cardiac status. 


4. Edema plus Acidosis. 

Purpose of treatment. To increase the colloid 
osmotic pressure of the serum and to provide a 
relative excess of base. 

A. In absence of nausea and vomiting: 

1. Diet, 2000-3000 cc. milk daily, with added 
aluminum hydroxide, or an alkaline-ash 
diet of relatively high protein content. 

2. No additional fluids if milk diet is em- 

ployed, otherwise fluids limited to 2000 cc. 
daily. 

3. Albumin, 25-50 gm. intravenously daily. 

B. In presence of nausea and vomiting: 


1. Glucose solution, 1500 cc. 10 per cent 
intravenously daily. 


2. Sodium lactate solution, 300 cc. 1/6 mo- 
lar intravenously daily. 


3. Albumin, 25-50 gm. intravenously daily. 


If sodium lactic is available in concentrated 
form (lactic acid U.S.P.), 4 cc. (equiva- 
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lent to 40 cc. 1/6 molar sodium lactate) 
can be added directly to the glucose so- 
lution to advantage, thereby decreasing 
the total volume of fluid. 


5. Edema plus Acidosis plus Azotemia. 

Purpose of treatment. To increase the colloid 
osmotic pressure of the serum, to increase glo- 
merular filtration, and hence facilitate the excre- 
tion of sodium, chloride, water and end products 
of metabolism, and to provide a relative excess of 
base. 

A. In absence of nausea and vomiting: 

1. Diet, 2000-3000 cc. milk daily, with added 
aluminum hydroxide. 
No additional fluids. 
Protein (preferably albumin), 25 gm. 
intravenously daily for 3-7 days. 


Ww NM 


4. Glucose solution, 50 cc. 20 per cent in- 
travenously for 3-7 days. 

5. If satisfactory diuresis occurs and if 
edema disappears, give -300 cc. 0.85 per 
cent saline solution and 300 cc. 1/6 molar 
sodium lactate intravenously on every 
3rd day that protein and glucose solution 
are given intravenously. 


presence of nausea and vomiting: 

1. Protein (preferably albumin), 8 gm. 
every 8 hours. 

2. Glucose solution, 750 cc. 10 per cent in- 
travenously every 8 hours. 

3. If edema disappears, give 300 cc. 0.85 

per cent saline solution and 300 cc. 1/6 

molar sodium lactate intravenously every 

3rd day on the above regimen. 


6. Edema plus Acidosis plus Azotemia plus 
Hypertension. 

Purpose of treatment. To increase the colloid 
osmotic pressure of the serum, to increase glomeru- 
lar filtration and at the same time to decrease azo- 
temia, to provide a relative excess of base and to 
prevent overtaxing the heart. 


A. In absence of nausea and vomiting: 

1. Diet, 1500 cc. milk daily, with added 

aluminum hydroxide. 

2. Glucose solution, 500 cc. 10 per cent in- 
travenously once or twice daily. Albu- 
min, 12 gm. intravenously once or twice 
daily. 
presence of nausea and vomiting: 


1. Glucose solution, 2000 cc. 10 per cent in- 
travenously in divided doses daily. 
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2. Sodium lactate solution, 300 cc. 1/6 molar 
intravenously in divided doses daily. 


W 


Albumin, 25 gm. intravenously in divided 


doses daily. 


7. Edema plus Acidosis plus Azotemia plus Hy- 
pertension plus Cardiac Failure. . 
Purpose of treatment. To improve cardiac sta- 
tus and to provide a diet of low salt content, ade- 
quate protein, alkaline ash, adequate calories and 
minimum fluid. 


1. Diet, 1000-1500 cc. milk daily, with add- 
ed aluminum hydroxide. 

2. No additional fluids. 

3. Digitalis and oxygen therapy. 

4. Venesection in presence of high venous 
pressure. 


Vi 


Administration of fluids and protein so- 
lution intravenously 7s contraindicated. 


Group Il 
1. Azotemia. 

Purpose of treatment. To increase glomerular 
filtration by providing an excess fluid intake; so- 
dium chloride is given to increase plasma volume 
and to prevent salt depletion. 


A. In absence of nausea and vomiting: 


1. Diet with basic nutritional requirements. 

2. Fluids, 3000-5000 cc. by mouth daily. 

3. Glucose solution, 1000 cc. 5 per cent, or 
500 cc. 10 per cent, intravenously once 
daily for 3-7 days. 

4. Sodium chloride, 1-3 gm. (1 gm. enteric- 
coated tablets) daily in addition to usual 
salt in diet; after 1-2 weeks of observa- 
tion it may be possible to increase the sup- 
plementary sodium chloride. Excessive 
gain in weight and development of edema 
are contraindications. 

B. In presence of nausea and vomiting: 

Day 1. Glucose solution, 3000 cc. 10 per 
cent, and saline solution 1000 cc. 0.85 per 
cent, intravenously daily. 

Days 2 and 3. Glucose solution, 3000 cc. 
10 per cent, and saline solution, 500 cc. 
0.85 per cent, intravenously daily. 

Day 4. If nausea and vomiting are not 
corrected, intravenous protein (plasma or 
albumin) 25 gm. must be given daily, 
in addition to the above. 


A patient (P. B. B. H. M63653), a white man, 53 vears 
of age, had had a unilateral nephrectomy performed for 
tumor of the left kidney. At that time, a hydronephrosis 
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of the right kidney had been demonstrated. Immediately 
5 , 

following removal of the left kidney, the patient did well; 

4 months later he was readmitted to the hospital because 


of nausea, vomiting, weight loss and weakness. At this 


time he was noted to have rather marked azotemia, the 
blood urea nitrogen being 78 mg. per 100 cc. (Table 14). 
Urinalysis revealed a low specific gravity, but otherwise 
was not remarkable. Phenolsulfonephthalein excretion was 
7 per cent in 2? hours. Additional sodium chloride and 
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chloride and sodium bicarbonate under these circum- 
stances may be nothing less than miraculous, and one 
may expect to rehabilitate such a patient for a period 
of 2 to 4 years. Since patients with a requirement of 
sodium chloride as great as this are very unusual, it is 
much safer to begin with small doses, that is, 1 to 3 gm. 
daily. In the absence of excessive weight gain, cardiac 
enlargement or edema the quantity of supplementary 
sodium chloride may be slowly increased. During this 


Taste 14. Laboratory Data on a Patient with Hydronephrosis. 











BLoop SERUM Serum CO, BLoop 
Urea CHLORIDE COMBINING PRESSURE 
NITRCGEN Power 


mg./100 cc. m.eq./l. vol./cent mm. Hg. 


February 18 78 103 3: 180/105 
22 / 77 3% 180/110 
March 9 0 : 190/105 


‘ 
April 26 


sodium bicarbonate were given on February 22, because 
the ingestion of large quantities of water by mouth and 
the administration of intravenous glucose in distilled 
water precipitated a striking reduction in serum-chloride 
level. At present this patient is working full time and 
is being maintained on a daily diet that contains 50 to 
60 gm. of protein, 3000 to 4000 cc. of fluids, 3 gm. of 
sodium chloride and 3 gm. of sodium bicarbonate. 


2. Azotemia plus Acidosis. 


Purpose of treatment. To- increase glomerular 
filtration and to provide an excess of base. 


A. In absence of nausea and vomiting: 

1. Diet with basic nutritional requirements. 

2. Fluids, 3000-5000 cc. by mouth daily. 

3. Glucose solution, 1000 cc. 5 per cent, or 
500 cc. 10 per cent, intravenously once 
daily for 3-7 days. 

Sodium chloride, 1-3 gm. by mouth daily 
in addition to usual salt in diet. 
Sodium bicarbonate, 3-6 gm. daily by 
mouth; in presence of excessive weight 
gain or edema discontinue sodium chlo- 
ride; if edema persists, reduce sodium bi- 
carbonate. 

In presence of nausea and vomiting: 

Days 1, 2 and 3. Glucose solution, 3000 cc. 
10 per cent, saline solution, 500 cc. 0.85 
per cent, and sodium lactate, 500 cc. 1/6 
molar, intravenously daily. 

Day 4. If nausea and vomting are not cor- 
rected, intravenous protein, 25 gm. daily, 
must be given in addition to the above. 

Occasionally one encounters a patient with renal in- 
sufficiency in whom the sodium and chloride losses are 
80 great that 10 to 15 gm. of sodium chloride must be 
given daily, Such a patient may present the signs and 
‘ymptonis of adrenal insufficiency.S Response to sodium 


URINE 
VoLUME TREATMENT 


ce. 


? Forced fluid and glucose intravenously 
3500 As above 
2000-3000 Sodium chloride (2 gm.), sodium bicarbonate 
(1 gm.) orally and glucose intravenously 


Sodium chloride (3 gm.) 








period of treatment patients should be under rigid obser- 
vation. In the presence of hypertension supplementary 
sodium chloride must be administered with great care. 


Azotemia plus Hypertension. 
Purpose of treatment. To increase glomerular 
filtration and at the same time to prevent over- 
taxing the heart. 


A. In absence of nausea and vomiting: 
1. Diet with basic nutritional requirements. 
2. Fluids, 3000 cc. by mouth daily. 


3. Intravenous glucose solution, 50 cc. 20 

per cent, intravenously once daily for 3-7 
days. 
Sodium chloride, 1-3 gm. by mouth daily 
in addition to the usual salt in diet. Jn 
the presence of hypertension the quantity 
of supplementary sodium chloride must 
be followed very carefully. 


In presence of nausea and vomiting: 

Days 1 and 2. Glucose solution, 3000 cc. 10 
per cent, intravenously; to be given slow- 
ly and in divided doses of not more than 
1000 cc. every 8 hours. 

Day 3. Glucose solution, 2500 cc. 10 per 
cent, and saline solution, 500 cc. 0.85 per 
cent, intravenously daily. 

Day 4. If nausea and vomiting are not cor- 
rected, intravenous protein, 25 gm. daily 
in divided doses, should be given in addi- 
tion to the above on alternate days. 


4. Azotemia plus Acidosis plus Hypertension. 


Purpose of treatment: To increase glomerular 
filtration, to provide an excess of base, 
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and at the same time to prevent over- 
taxing the heart. 


A. In absence of nausea and vomiting: 


1. Diet with basic nutritional requirements. 

2. Fluids, 3000 cc. by mouth daily. 

3. Intravenous glucose solution, 50 cc. 20 
per cent, intravenously once daily for 3-7 
days. 

4. Sodium bicarbonate, 3-6 gm. by mouth 
daily. 


B. In presence of nausea and vomiting: 

Days 1, 2 and 3. Glucose solution, and 2500 
cc. 10 per cent, and sodium lactate, 500 
cc. 1/6 molar, intravenously, slowly and 
in divided doses of 1000 cc. total every 8 
hours. 

Day 4. If nausea and vomiting are not cor- 
rected, intravenous protein, 25 gm. daily 
in divided doses, should be given in ad- 
dition to the above. 


5. Azotemia plus Hypoalbuminemia. 

Purpose of treatment: To increase glomerular 
filtration, to increase serum albumin level with- 
out increasing nonprotein nitrogen level, and to 
prevent edema formation. 


A. In absence of nausea and vomiting: 

1. Diet with basic nutritional requirements, 
which includes 1 gm. of protein per kilo- 
gram of body weight. 

2. Fluids, 2500-3000 cc. by mouth daily. 


3. Protein, 25 gm. intravenously daily for 
3-7 days. 

4. Glucose solution, 500 cc. 10 per cent in- 
travenously daily for 3-7 days. 

5. Supplementary sodium chloride, 1-3 gm. 
daily, on and after the 4th day; in the 
presence of hypoalbuminemia the quan- 
tity of supplementary sodium chloride 
must be followed very carefully. 


B. In presence of nausea and vomiting: 

Days 1 and 2. Glucose solution, 2500 cc. 
10 per cent, and protein, 25 gm. intra- 
venously daily. 

Day 3. Glucose solution, 2500 cc. 10 per 
cent, protein, 25 gm., and saline solu- 
tion 500 cc. 0.85 per cent, intravenously 
daily. 

Repeat the programs of Days 1, 2 and 3 in 
order until nausea and vomiting disap- 
pear. 


July 8, 1943 


6. Azotemia plus Hypoalbuminemia plus Ede:na, 

Purpose of treatment. To prevent the fluids 
that are used to increase glomerular filtration 
from accumulating in the body. 


A. In absence of nausea and vomiting: 


1. Diet, salt free; otherwise includes all 
basic nutritional requirements. 

2. Fluids, 2000 cc. daily by mouth. 

3. Protein, 25 gm. intravenously daily for 
3-7 days. 

4. Glucose solution, 50 cc. 20 per cent in- 
travenously daily for 3-7 days. 

5. If satisfactory diuresis occurs and if edema 
disappears, give 300 cc. 0.85 per cent 
saline solution, intravenously on every 
3rd day that protein and glucose are 
given intravenously. 


B. In 


1. Protein (preferably albumin), 8 gm. in- 
travenously every 8 hours. 


presence of nausea and vomiting: 


2. Glucose solution, 750 cc. 10 per cent 
intravenously every 8 hours. 


W 
. 


If edema disappears, 300 cc. 0.85 per 
cent saline solution is to be given intra- 
venously every 3rd day on the above 
regimen. 


A patient (P. B. B. H. M63459), a white boy of 14 years 
of age, was admitted to the hospital on January 31, 1943, 
with signs and symptoms of acute nephritis. His clinical 
course during the first three weeks in the hospital was 
complicated by middle-ear infection and an attack of 
rubella. His blood urea nitrogen slowly increased to 
163 mg. per 100 cc., and on February 19 he was drowsy, 
nauseated, azotemic, acidotic, edematous and unable to 
retain fluid or food. It was apparent that intravenous 
administration of dextrose alone was not helping him; 
sodium chloride intravenously was contraindicated be- 
cause of his edema. It appeared that the best form of 
treatment that could be administered under these circum- 
stances would be small doses of albumin, glucose and 
lactate solution given intravenously in the hope that some 
improvement in glomerular filtration might occur as the 
result of the increase in plasma volume. The albumin 
was given in divided doses — that is, 12 gm. administered 
very slowly —and the heart and circulation were watched 
very carefully. The striking improvement that followed 
is of great interest (Table 15). It cannot, of course, be 
attributed necessarily to the treatment. On this regimen, 
however, it was possible to provide the patient's protein 
and caloric requirement, and there is no doubt that this 
was of value in a boy who was undernourished. Of pat- 
ticular interest was the fact that the administration of 
protein intravenously in the presence of azotemia was 
followed by a positive nitrogen balance and a decrease 
in blood urea level (Fig. 10). Again, of special note 
was the striking decrease in serum chloride level that 
followed the continued administration of albumin, glucos¢ 
and lactate solution intravenously and that necessitated 
the administration of sodium chloride on February 27 
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and 28 (3 gm. daily for 2 days (Table 15). At present 
(May 25) this boy is up and about and is being maintained 
on a diet of 80 gm. of protein daily. The blood urea 
nitrogen is less than 20 mg. per 100 cc. 


7, Azotemia plus Hypoalbuminemia plus Edema 
plus Acidosis. 

Purpose of treatment: To prevent the fluids that 

are used to increase glomerular filtration from 


4. 


5. 


Glucose solution, 50 cc. 20 per cent, in- 
travenously daily for 3-7 days. 


If satisfactory diuresis occurs and_ if 
edema disappears, give 300 cc. 0.85 per 
cent saline solution and 300 cc. 1/6 
molar sodium lactate intravenously on 
every 3rd day that protein and glucose 
solution are given intravenously. 


Taste 15. Laboratory Data on a Patient with Glomerular Nephritis. 








BLoop SERUM SeruM CO, BLoop 
Urea CHLORIDE COMBINING PRESSURE 
NITROGEN Power 


mg./100 ce. m.eq./l. vol./cent mm. Hg. 


February | 117 - 36 132/80 
4 128 - ~ 140/85 
10 160 - - 138/92 
13 157 103 38 - 
19 163 101 38 134/98 
20 136 - - 132/100 
23 128 85 48 150/90 
26 108 85 40 150/114 


March 1 84 39 170/120 
8 7 101 35 160/114 
15 56 45 144/112 


April 14 25 - 118/82 
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Glucose intravenously 

As above 

As above 

As above 

As above 

As above, plus sodium lactate and albumin 
As above 

As above, plus supplementary salt 


Fluids by mouth 
As above 
As above 


As above 











accumulating in the body and at the same time 
to provide for an increased quantity of available 
base. 


1. 


B. In presence of nausea and vomiting: 


Protein (preferably albumin), 8 gm. in- 
travenously every 8 hours. 
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Figure 10. The Effect of Protein Therapy on the Nitrogen Balance and 
Blood Urea Nitrogen Level in a Patient with Glomerular Nephritis. 


In absence of nausea and vomiting: 

1. Diet, 2000-3000 cc. milk daily, with add- 
ed aluminum hydroxide. 
No additional fluids. 


Protein, 25 gm. intravenously daily for 
3-7 days. 


2. 


Glucose solution, 750 cc. 10 per cent in- 
travenously every 8 hours. 


If edema disappears, give 300 cc. 0.85 per 
cent saline solution and 300 cc. 1/6 molar 
sodium lactate intravenously every 3rd 
day on the above regimen. 
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Recently Luetscher and Blackman? have described the 
development of a peculiar serum electrolyte disturbance 
in patients with uremia that followed sulfonamide admin- 
istration. In most cases patients were admitted to the 
hospital in uremic stupor with a history of having had 
a respiratory infection treated for several days with sul- 
fonamide medication. In the hospital, therapy consisted 
of large quantities of glucose and saline solutions admin- 
istered parenterally. With the onset of diuresis, the serum 
sodium and chloride, which had previously been low, 
rose to unusual heights, that is, serum chloride 140 milli- 
equiv. per liter and serum sodium 170 milliequiv. per liter. 
It appeared that the peculiar renal disturbance associated 
with sulfonamide administration permitted the excretion 
of water in excess of sodium chloride. If this disturbance 
could be detected early, the administration of large quan- 
tities of fluid by mouth and glucose solution by vein — 
with no sodium chloride — should be effective in rapidly 
reducing the abnormally high serum levels of sodium and 
chloride. It is obvious that such disturbances can rarely 
be detected without the aid of repeated serum chloride 
and carbon dioxide determinations. 


SUMMARY AND CONCLUSIONS 


Much of the confusion that now surrounds the 
treatment of renal insufficiency might be obviated 
by adopting a simple, straightforward plan of 
therapy based on a careful consideration of the 
agents required to correct the principal disturb- 
ances in body chemistry and physiology, rather 
than by adopting a plan of therapy that is dic- 
tated by the nature of the pathologic lesion in the 
kidney. Such an approach will necessitate famil- 
iarity with the chemical and physiologic changes 
that may be expected to occur in the presence of 
impaired renal function. 

In the outline of a therapeutic regimen de- 
signed to improve or correct the metabolic disor- 
ders that are associated with renal insufficiency, 
quantitative as well as qualitative considerations 
require attention, since patients with kidney dis- 
ease are unable to compensate adequately for 
either an excess or a deficiency of the indicated 
therapeutic agents. The therapeutic agents that 


are required in the treatment of renal insufficiency 
are few and for the most part represent merely 
replacement of normal body constituents. Hypo- 
albuminemia is one of the most characteristic 
metabolic changes associated with renal insufh- 
ciency, and there is a great need for an unlimited 
supply of albumin for parenteral administration 
if patients with renal insufficiency are to be treated 
adequately. A plan of therapy has been suggested 
for use in the treatment of the commoner dis- 
orders associated with renal impairment. The 
successful application of such a program requires 
constant and intelligent day-to-day supervision. 
It also requires the availability of facilities for the 
determination of blood nonprotein nitrogen, serum 
chloride and carbon-dioxide combining power. 
Although the progress and extent of the under- 
lying pathologic process in the kidney is the 
ultimate factor in prognosis, proper therapy may 
provide an opportunity for healing to take place 
in patients with an acute or active process, and 
may rehabilitate for months and even years an 
appreciable number of patients incapacitated by 
the effects of extensive and permanent impairment 
in renal function. 
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MENINGOCOCCAL MENINGITIS WITH PURULENT ARTHRITIS* 
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Report of a Case 


OINT symptoms are not uncommonly asso- 
ciated with meningococcal meningitis and men- 
ingococcemia. Herrick and Parkhurst? refer to 
descriptions by the Massachusetts Medical Society 
as early as 1810, and Osler? notes an 1811 report of 
epidemic cerebrospinal fever by North in which 
“swelling like rheumatism in the joints” was de- 
scribed. Both papers give an excellent historical 
review of the subject. 

No adequate statistical data on the incidence 
of such joint manifestations have appeared since 
the reviews of Herrick and Parkhurst’* and 
Rollestont in 1919. In an analysis of 321 cases 
in an army camp, the former found a frequency of 
4 to 7 per cent. Rolleston collected a series of 
902 cases and noted an incidence of 6.5 per cent. 
The occurrence of purulent effusion necessitating 
aspiration is not well known. Among 502 cases 
of meningitis in the British Navy, Rolleston found 
24 with arthritis but only 1 had sufficient fluid to 
necessitate aspiration. Herrick and Parkhurst’ 
had 16 such cases out of 321 patients with men- 
ingitis. 

Subsequent to these reviews, there is little more 
than an occasional case report of meningococcal ar- 
thritis until the appearance of a review of 23 cases 
by Schein® in 1938. Fourteen of these are said to 
have had joint effusion, although the fluid was as- 
pirated in only 6 cases. Hench, Bauer and their 
colleagues** have published eight reviews cover- 
ing the American and English literature of the 
past decade in a very thorough manner. The sec- 
tions on meningococcal arthritis for the years 1939 
and 1940 (the latest thus far published) report 
no purulent arthritis, and only a few cases were 
noted in the preceding years. Dingle et al.” 
mentioned a case without effusion in 1941. There- 
fore, it may be justifiable to assume that meningo- 
coccal arthritis with purulent effusion is a rarity, 
and one would postulate that the incidence would 
be further diminished with sulfonamide therapy. 

The case of meningitis with meningococcemia 
presented here is of interest because of the devel- 
opment of purulent arthritis after the institution 
of adequate sulfadiazine therapy. 


Prin m the First and Third (Tufts) Medical Services, Boston City Hos- 
tForme 


tly, house officer, Third Medical Service, Boston City Hospital. 
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Case Report 


A 52-year-old housewife (B.C.H. 1080039) entered 
the hospital with chief complaints of confusion, joint 
pains and rash. She had been well until the evening of 
tie 2nd day before admission. At that time she first 
complained of feeling chilly and displayed signs of men- 
tal confusion. The following day she noted generalized 
joint and muscle pains and a generalized red rash and 
developed a stiff neck. On the morning of admission, 
she was further confused and was unable to recognize 
the members of her family, but did so following admis- 
sion. The family and past histories were irrelevant. 

Physical examination showed a_ well-developed and 
well-nourished white woman lying flat in bed in no acute 
distress when quiet, but crying out with pain on any 
motion whatsoever. The temperature was 101.2°F., the 
pulse 108, and the respirations 38. The patient was 
oriented as to time and place but sporadically confused 
concerning the details of her illness. Over her entire 
body there were petechiae that did not blanch on pres- 
sure and that varied in size from 1 to 4 mm. in diameter, 
as well as petechiae of the bulbar conjunctivas and the 
buccal mucosa. There were also two l-cm. hemorrhagic 
blebs overlying a metacarpophalangeal joint on each 
hand. The tongue was coated, and the throat and con- 
junctivas were injected. The lungs were resonant to 
percussion and clear to auscultation. There was a slight 
enlargement of the heart to the left, the rhythm was 
regular, and there was a Grade 1 systolic murmur over 
the aortic area. Moderate voluntary spasm of the ab- 
dominal wall was noted, but masses, localized spasm and 
tenderness were absent. The spleen and liver were not 
palpable. 

The neck was extremely stiff; Brudzinski’s sign was 
present bilaterally but Kernig’s sign was absent. ®The 
patient was lying with all joints of the extremities in 
semiflexion. Gentle, passive motion of fingers or fore- 
arms elicited screaming, but attempts to bring out Ker- 
nig’s sign met with little complaint. There was no swell- 
ing, heat or redness ot any of the joints. The physical 
and neurologic examinations were otherwise negative. 

On lumbar puncture there was an initial pressure of 
250 mm. of water. Gray, turbid fluid was removed in 
which there were 12,450 white cells per cubic milli- 
meter, with 98 per cent polymorphonuclear leukocytes 
containing gram-negative, intracellular diplococci. The 
total protein was 366 mg. per 100 cc., and the chlorides 
663 mg. The blood sugar was too low to be read. Ad- 
mission spinal-fluid, blood and throat cultures were 
found to contain Group 1 meningococci. Blood studies 
showed a hemoglobin of 82 per cent (Sahli), 4,260,000 
red cells and 16,150 white cells, 75 per cent of which 
were neutrophils. The nonprotein nitrogen was 24 mg. 
per 100 cc. The urine was negative except for a ++ 
test for albumin. A blood Hinton test was negative. 

Shortly after admission 5 gm. of sulfadiazine was given 
by clysis, ard an oral dose of 1 gm. every 4 hours. The 
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temperature began to drop soon after admission and by 
midnight reached 97°F, (rectal), the blood pressure be- 
ing 85/62 and the pulse rising at times to 150. The 
patient did not appear to be in marked collapse, al- 
though on one occasion she was sweating profusely and 
the skin was cool. She was given 30 mg. of calcium 
pantothenate intramuscularly, and desoxycorticosterone 
was made readily available, in the event of frank signs 
of the Waterhouse-Friderichsen syndrome. This state 
of relative hypothermia and hypotension persisted essen- 
tially unchanged until noon of the 3rd day, when the rec- 
tal temperature rose, reaching 100.8°F. that night, and 
the blood pressure returned to normal limits. 

* Although the blood level of free sulfadiazine was 15.6 
mg. per 100 cc. the morning following admission, the 
blood culture was still positive at that time, but it was 
negative on all succeeding occasions. 

The petechial rash disappeared completely by the 3rd 
day, at which time a maculopapular, blanchable, extensor- 
distributed rash appeared over the buttocks, knees, el- 
bows, thighs and pretibial regions, but not on the back 
or abdomen. These lesions caused much distress because 
of marked pruritus, but had disappeared by the 7th day. 

On the 6th day, the patient complained of leg pains 
in addition to the aforementioned arthralgia, and both 
knees were found to be hot, swollen, slightly red and 
exquisitely tender. The following day, turbid fluid, 
which clotted almost immediately, was aspirated from 
both knees. It contained 39,400 white cells per cubic 
millimeter, with 98 per cent polymorphonuclear leuko- 
cytes; no organisms were seen in stained smears, and 
the fluid was sterile on culture. The free sulfadiazine 
level of this fluid was 8.6 mg. per 100 cc. Concomitant 
with the development of the joint effusions there appeared 
a cluster of eight punctate, hemorrhagic, herpetiform 
papules on the volar surface of the right forearm. They 
were nonblanchable and caused no discomfort. These 
lesions faded slowly and there was only a residual erythema 
on the 23rd day. 

Subsequent lumbar taps were done, all fluids being 
sterile and chemically and cytologically showing a return 
toward normal. The last was performed on the 7th day 
and clear fluid was withdrawn, which was normal in all 
respects except for 340 white cells per cubic millimeter, 
with 98 per cent lymphocytes. The knees were aspirated 
on the 8th, 11th and 14th days, and each time sterile fluid 
without detectable microscopic organisms was obtained, 
except for the last tap, when only 0.5 cc. of fluid was 
available and no studies were possible. The other two 
samples contained 26,200 and 78,700 white cells per cubic 
millimeter respectively, of which 99 per cent and 100 per 
cent were polymorphonuclear leukocytes. On the 1/th 
day, with the patient fasting, joint aspiration and vene- 
puncture were performed concomitantly. The fasting 
blood sugar was 81 mg. per 100 cc., but the joint-fluid 
sugar level was too low to be read. The blood protein 
was 4.86 gm. per 100 cc., and the nonprotein nitrogen 
22 mg. The respective joint-fluid levels were 4.70 gm. 
and 24 mg. per 100 cc. These joints showed much im- 
provement clinically between the Ilth and 14th days, 
as evidenced by decreased pain, tenderness, swelling and 
limitation of motion, 

The joints of the upper extremities had been decreas- 
ingly painful on motion, but on the 9th day swelling, 
tenderness and increased limitation of motion occurred 
in the left elbow. This joint was not tapped and the 
reaction subsided concomitantly with that of the knees, 
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though motion was somewhat limited for several days 
Heat and passive motion as well as active motion ond 
sporadic splinting were applied therapeutically to the ef. 
fusive joints. This resulted in almost complete return of 
function on discharge. 

Throughout the first half of the hospital stay, the 
temperature was of a mildly septic variety, although 
there was only one spike as high as 103°F, (rectal) 
and the pulse varied between 80 and 110. The white. 
cell count ranged from 15,000 to 24,550, and the blood 
level of free sulfadiazine ranged from 6.0 to 11.0 mg. 
per 100 cc. The drug was omitted on the 10th day and 
low-grade temperature continued during the subsequent 
week, although the joint reaction was obviously subsiding, 
Sulfadiazine was reinstituted in a daily dosage of 6 gm. 
on the 17th day and continued for 1 week. At that time 
the temperature had been flat for 48 hours and the drug 
was omitted. The temperature remained essentially 
normal until the time of discharge on the 29th day, and 
the white-cell count ranged from 9000 to 11,000. 

Throughout the course, the patient was oriented as to 
time and place and variably somnolent, depressed, alert 
and euphoric. The lungs were persistently clear on physi- 
cal examination and the cardiac murmur did not change. 
An electrocardiogram showed only sinoauricular tachy- 
cardia (rate, 107). Repeated x-ray films of the chest 
were negative. Roentgenograms of both knees and 
both elbows on the 18th day revealed no abnormalities 
except minimal hypertrophic changes of the left knee. 

At the time of discharge, the patient was able to move 
about with facility and without pain, tenderness or stiff- 
ness of any joints except the left elbow. This joint 
was painless although it was limited to 15° of full ex- 
tension. 

The patient came to the hospital for follow-up exam- 
ination 3 weeks after discharge and was able to extend 
the left forearm fully. The temperature was normal and 
the patient was asymptomatic except for generalized 
weakness. 


Discussion 


The points worth considering in this case are 
the presence of a positive blood culture sixteen 
hours after institution of sulfadiazine therapy, the 
appearance of three somewhat different types o! 
skin lesions during the course of the illness and 
the development of purulent joint effusions five 
days after an adequate sulfadiazine blood level 


had been obtained. 


In general, the value of sulfonamides in the 
treatment of meningococcal infections is widely 
recognized.’” "#1 Rapid, dramatic and un- 
eventful recoveries have been. noted in cases of 
acute and chronic meningococcemia and meningi- 
tis with and without joint involvement. An ex- 
ception to this rule is reported as having occurred 
in a patient with meningitis and meningococcemia 
who, ten days after sulfadiazine therapy was estab- 
lished, had persistently spiking fever and purulent 
effusion into a knee joint.’> He had had no joint 
swelling on admission. The fluid was sterile on 
aspiration and the temperature and joint symp- 
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toms subsided gradually. The patient was essen- 
tially well three weeks after admission and was 


discharged. 

The positive blood culture in the present case, 
in view of the blood level of free sulfadiazine (15.6 
mg. per 100 cc.), is not consistent with published 
clinical observations. This fact was commented 
on by Dr. Maxwell Finland, who saw the pa- 
tient in consultation. This finding suggests, per- 
haps, a relatively refractory strain of meningo- 
coccus. Such a phenomenon would explain the 
elevated temperature until somewhat late in the 
course of the illness, and the development of a 
septic focus not evident at the time of admission. 

The rash noted on admission was_petechial 
and typical of meningococcal septicemia. The 
second rash, a maculopapular, blanchable, extensor- 
distributed lesion appearing on the fourth hospital 
day, is characteristic of sulfonamide toxicity.” 
It is also described by Herrick,** in association 
with joint effusion, as characteristic of meningo- 
coccal infection. Stott and Copeman” note that 
there may be such a rash with or without a central, 
hemorrhagic area in chronic meningococcemia. 
This eruption was fading on the sixth hospital day, 
when the evidence of frank knee-joint effusion 
was first noted. However, the earliest clinical 
evidence of joint effusion may have been missed, 
since the polyarthralgia of admission was. still 
present. The appearance of the third rash on 
the sixth day, a localized collection of eight punc- 
tate, herpetiform, hemorrhagic, lesions 2 mm. in 
diameter on the volar surface of the right fore- 
arm, was possibly associated with a sporadic bac- 
teremia. The source of such a bacteremia could 
not be determined but might have been in the 
knees, although knee and blood cultures at that 
time were sterile. 

In 1919, Herrick and Parkhurst’ categorized 
the various joint phenomena associated with men- 
ingitic infection, and their classification has been 
generally adopted with few modifications.® * * 7 
Briefly, they suggest three groups. In Type A an 
acute polyarthritis appears as an initial or early 
symptom, coincident with the petechial rash, and 
is usually transitory. There is marked pain and 
tenderness on motion but little or no effusion, and 
the symptoms are attributed to hemorrhagic le- 
sions of the joints and synovial structures. This 
type may be present or absent in a given case and 
may run into the second form, Type B. This usu- 
ally occurs about the fifth day of the disease. It is 
usually monoarthritic, affecting a knee most com- 
monly, and is characterized by signs of purulent 
effusion. The aspirated fluid is mucinous, puru- 
lent, hemorrhagic or any combination of these; it 
contains 1000 to innumerable leukocytes per cubic 
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millimeter, and meningococci are found by smear 
or culture or both in about one third of the cases. 
There is less spasm, pain and tenderness than one 
would expect from the appearance of the joint, 
and the signs usually last one to four weeks, with 
subsequent complete recovery. Type C refers to 
joint involvement associated with serum therapy, 
a type which is of little concern here. In, a 
series of 321 cases of meningitis, Herrick and 
Parkhurst found 14 Type A and 16 Type B cases, 
although a review of the brief case reports they 
give leaves one in some doubt as to their rigidity 
in applying the criteria they set up. Autopsy data 
are not available on the cases that failed to 
recover. 

Keefer, Parker and Myers”® have described the 
gross and microscopic pathology of knee joints 
in 2 patients with meningococcal arthritis. The 
first patient, with a proved case of meningococcal 
meningitis, developed pain, tenderness and slight 
swelling of the left elbow on the thirteenth day of 
illness and died on the twenty-first day. The 
knees were opened for post-mortem examination, 
although the patient had never shown signs or 
symptoms of knee involvement. No evidence was 
found of bone or cartilage destruction, and there 
was an intact synovial surface layer. The deeper 
layers of the synovia, however, showed an acute 
inflammatory reaction and numerous gram-negative 
diplococci, mostly extracellular. In the second 
case, a patient with proved meningococcal men- 
ingitis, there was pain in both knees, and death 
on the third day of the disease. At autopsy, there 
was no excess of synovial fluid in the knee joints 
and the microscopic picture noted above was ob- 
served. However, in addition the surface layer of 
synovial cells was swollen, necrotic or entirely 
absent in some places, leaving a surface of gran- 
ulation tissue and a thick layer of cellular exudate 
composed of polymorphonuclear leukocytes. There 
was no extension deep into the capsular tissue. 
In summary Keefer et al., note: “Meningococcic 
arthritis is a metastatic lesion involving first the 
deeper synovial tissues. Later, infection invades the 
superficial cells with effusion of fluid into the joint 
cavity and varying degrees of destruction of the 
cartilage. It is essentially a metastatic acute syno- 
vitis.” If these tenets are correct, the criteria of 
Herrick and Parkhurst’ of Type A as an early 
transitory, hemorrhagic polyarthritis and of Type 
B as a later, protracted monoarticular synovitis 
are incorrect and the typing is superfluous. How- 
ever, more clinical data correlated with pathologi- 
cal findings are necessary before the classification 
can be justifiably dismissed. Herrick and Park- 
hurst’s observation of exquisite tenderness of Type 
A joints and relatively few subjective signs in the 
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Type B group is not consistent with the pathology 
reported by Keefer et al. The present case dem- 
onstrates no sharp line of demarcation between 
nonexudative and exudative arthropathy, and in 
the latter type of involvement the joints were very 
painful and quite consistent with their clinical 
appearance. sere 

Comparable symptomatology in swollen joints 1s 
reported by Schein.* He reviewed 23 cases of men- 
ingococcal infection with articular involvement, 
devoting emphasis to the generally good prog- 
nosis that Herrick and Parkhurst gave to such 
joints. Contrary to this, Schein found that 
many patients needed orthopedic treatment and 3 
patients developed ankylosis. However, at least 
one of these, judging from the case descriptions, 
had only some stiffness and no ankylosis. Brinton“ 
states that pain and disability are uncommon in 
meningococcal arthritis and that the inflammation 
involves the synovial membrane and is not asso- 
ciated with changes of the bone ends. Keefer and 
Spink?” report that gonococcal arthritis, which is 
closely related to the meningococcal form, may 
cause fibrous, but seldom bony, ankylosis. The 
greater the amount of fluid that collects in the joint 
space, the less the chance of destruction, according 
to these authors. Therefore, large joints like the 
knee have a relatively better prognosis. The case re- 
ported in this paper bears out this thesis in that 
there was residual stiffness in the elbow for some 
time after the knees were functionally normal. 
There were essentially no joint symptoms three 
weeks after discharge. 

In view of the inability to culture organisms 
from aspirated joint fluid on three different occa- 
sions, the pyrexia and the maculopapular rash, it 
was suggested that the symptoms might have 
been due to sulfadiazine toxicity. The literature 
referring to sulfatoxic arthritis is not extensive. 
Hench, Bauer et al.,’°"* Keefer,?* Finland et al.*° 
and Spink and Hansen** in reviews of toxic man- 
ifestations of sulfonamides either mention tran- 
sient arthralgias or do not include a section on 
joint symptoms. However, Long et al.?* in such a 
review state: “Painful joints have been reported 
in the course of sulfanilamide therapy and we have 
noted several patients who have received sulfa- 
thiazole have had exquisitely tender, swollen 
joints... . [This] may be puzzling in gonorrhea 
because of the resemblance to gonorrheal arthri- 
tis.” This paper has no bibliography. The «!v 
case of true joint effusion attributable to sulfona- 
mide toxicity is that of Glicklich and Sherman,”! 
in which a patient developed effusion of both knee 
joints during sulfadiazine therapy. Fifty cubic 
centimeters of clear, serous, sterile fluid containing 
a few polymorphonuclear leukocytes was aspirat- 
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ed. The drug was omitted and the effusion sub 
sided, but recurred when sulfadiazine was given 
again. 

An attempt was made to differentiate sulfatoxic 
arthritis and meningococcal arthritis in the pres- 
ent case on the basis of cytology and chemistry 
of the aspirated synovial fluid. A number of in- 
formative studies on the clinical physiology and 
pathology of synovial fluid have been made by 
Ropes et al.” Keefer et al.*%*° and Coggeshall 
et al.34 Judging by these reports, the fluid in the 
case presented here was definitely abnormal, hay- 
ing a high count of leukocytes, almost exclusively 
polymorphonuclear. According to Coggeshall,3! 
protein above 3.15 gm. per 100 cc., in synovial 
fluid is abnormal. Keefer and Spink” state that 
although a synovial-fluid sugar level markedly 
lower than the blood-sugar level in the fasting 
state does not necessarily mean an infected fluid, 
it is suggestive of one. The data on synovial fluid 
in the present case might obtain in any of a num- 
ber of arthropathies but are most consistent with 
one of pyogenic etiology. However, no published 
material is available that enables one to state dog- 
matically that such findings could occur in sulfa- 
toxic arthritis. 

Therefore, although in a given case no definite 
etiologic conclusions can’be drawn from the char- 
acteristics of joint fluid if it is sterile, it was be- 
lieved on the basis of circumstantial evidence that 
the present case was one of meningococcal ar- 
thritis. After the sulfadiazine had been omitted 
for a week, it was reinstituted for seven days to 
rule out any possibility of sulfatoxic arthritis and 
there were no succeeding symptoms. 


SUMMARY 


A case of meningococcal meningitis with menin- 
gococcemia is presented, with the onset of purulent 
knee effusions six days after sulfadiazine therapy 
was begun. 

The literature on the incidence, clinical types 
and pathology of meningococcal arthritis, as well 
as that of sulfatoxic arthritis, is briefly considered. 
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T IS the purpose of this report to call attention 
to the development of a field of laboratory 
medicine that has been emerging from many di- 
verse sources in the past decade. This field has to 
do with biological catalysts. A generation ago, 
Otto Folin, D. D. Van Slyke, S. R. Benedict and 
others initiated a feverish study of metabolites 
that culminated in modern clinical chemistry. The 
metabolites studied — for example the blood sugar 
—are usually present in concentrations that may be 
described in milligrams of blood or tissue. Like- 
wise, the daily excretions thereof are frequently 
measurable in grams or in sizable fractions of a 
gram-molecule. On the other hand, in recent 
years clinical studies have shifted more and more 
toward the description of specific catalysts, the 
concentrations and excretions of which are de- 
scribed in micrograms. This thousandfold change 
in parameters is the logical corollary of the na- 
ture of catalysts, in that biologic catalysts expedite 
the turnover of relatively large amounts of me- 
tabolite without contributing to the final product. 
For this reason, although subject to loss through 
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wear and tear and leakage, a little catalyst goes a 
long way. 

The clinical measurement of these catalysts 
has a special significance for two reasons. In the 
first place, much more specific information is ob- 
tained and therefore the clinical interpretation is 
the more certain. For example, the blood urea 
may be elevated under many diverse circumstances 
and the interpretation of a high blood urea nitro- 
gen value requires an intimate knowledge of the 
patient and his history. On the other hand, 
although an intimate understanding of the patient 
is still essential, an elevation of the so-called 
plasma “hormonal iodine” is prima-facie evidence 
of hyperthyroidism. 

In the second place, because catalysts control 
the rate of metabolic turnover, their concentration 
has a peculiarly dynamic significance. For exam- 
ple, a single determination of the blood sugar 
records, at best, an equilibrium in carbohydrate 
metabolism under the conditions prevailing. In 
contrast, the height of the plasma hormonal iodine 
reflects directly the rate of dynamic metabolic turn- 
over. In a sense, these catalytic levels are direct- 
reading speedometers that indicate at any given 
moment how fast certain specific physiologic sys- 
tems are operating. For this reason, they tend 
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more and more to replace the cumbersome func- 
tional or tolerance tests now in vogue. 

Another advantage of this trend is that the 
technic employed is often catalytic in nature. 
Consequently the methods represent advances in 
two respects. First, they require much less ma- 
terial. For example, the hormonal iodine can be 
determined in 1 cc. of plasma instead of 10 cc. 
as required by the older titration method. Sec- 
ondly, the methods have become more specific. 
Thus, by selecting the proper strain of yeast, the 
influence of thiamine on fermentation can be used 
to estimate the amount of thiamine in a sample 
of biological material. 

These microcatalytic methods require more pre- 
cise attention to the time of reaction than did 
many of the older stoichiometric methods. They 
frequently require micromanometric apparatus 
or direct-reading colorimeters like the Klett- 
Summerson.' They demand also scrupulous at- 
tention to thermostatic control, because the rate 
of most biochemical reactions is significantly in- 
fluenced by temperature. In general, these methods 
have been applied to the following types of sub- 
stance: Hormones, vitamins, enzymes and elec- 
trolytes, including the hydrogen ion. The follow- 
ing examples illustrate some applications and cer- 
tain precautions peculiar to these procedures. 


HorMonegES 


In the case of hormones, two recent develop- 
ments are of special interest, namely the applica- 
tion of iodide catalysis to the determination of 
plasma hormonal iodine, and the development of 
a new photometric technic for determining andro- 
gens and related 17-ketosteroids. 

Determination of plasma hormonal iodine. This 
method is the outcome of physicochemical ex- 
periments by Sandell and Kolthoff* on the rate of 
reduction of ceric ions by arsenious acid. In its 
simplest terms the reaction may be expressed thus: 

(Yellow) Ce +++ — Ce ++ (Colorless) 


This reaction is markedly accelerated by iodide 
ions. Kolthoff and his co-workers studied the 
various conditions involved, including the concen- 
tration of total electrolyte and the temperature. 
Subsequently Chaney*® proposed adapting the 
method to the blood iodine. 

Before the plasma is analyzed for iodine, it 
should be partitioned to separate the protein-bound 
from the inorganic iodine, as described by Salter. 
In this way, even accidental contamination with 
iodine during sampling or subsequent handling 
may be successfully eliminated. This treatment is 
conveniently carried out in graduated centrifuge 
tubes (15-cc. capacity). The reagents may be either 
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those of Bassett, Coons and Salter® or those of 
Man, Gildea and Smirnow.® 

This method is still subject to improvement, par- 
ticularly with regard to the preliminary precipita- 
tion, ashing and other manipulation of the plasma. 
Nevertheless, the data obtained in this laboratory 
on the final determination (Table 1) illustrate its 
dependability and usefulness. In other words. 


Taste 1. Determination of Plasma Hormonal Iodine. 
EFouiva- 
LENT TIME 
FUNCTIONAL PLASMA FOR Constant 
RANGE CONCEN- REACTION x T) 
TRATION (T) 
(P) 
microgm./100 cc. min. 
Myxedema 1 17 20 
22 
2 9 20 
10 
10 
3 6 20 
a 4.6 20 
5.2 
Normal 5 4.3 22 
6 3.5 22 
7 2.6 18 
8 2.5 2 
Hyperthyroidism ; ; 10 2.2 22 
12 1.7 20 
14 1.4 20 





under standard conditions, the amount of iodine 
in the aliquot is inversely proportional to the 
time observed. The value of the constant, of 
course, depends on the temperature adopted for 
the procedure and other factors that must be con- 
trolled. It should be noted that the normal amount 


of iodine in 1 cc. of plasma is 0.00000005 gm. 


This method, as it is improved, is undoubtedly 
destined to extensive clinical use. Plasma can even 
be mailed to laboratories, packaged like Wasser- 
mann samples, over considerable distances. Be- 
cause a single determination of basal meiabolic 
rate is notoriously unreliable, and because Salter, 
Bassett and Sappington’ found the plasma _hor- 
monal iodine to be a more reliable clinical diagnos- 
tic procedure than determination of the basal met- 
abolic rate, this method will ultimately prove 
important. 

Determination of 17-ketosteroids. Pincus’s*® reac- 
tion is likewise in use in this laboratory, and is 
presenting advantages over the Zimmerman type 
of reaction,’ employing meta-dinitrobenzene. The 
latter reagent, unfortunately, reacts with urinary 
pigments or chromogens to yield false colors that 
confuse the final determination. Various attempts 
to correct for this large and variable blank have 
not proved satisfactory."° The values in Table 2, 
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however, obtained by Dr. Raymond Cahen in this 
laboratory, indicate that the Pincus reagent (an- 
timony trichloride) may be incorporated in a sim- 
plified urinary ketosteroid technic that will facili- 
tate widespread clinical studies of androgen ex- 
cretion. The colors developed by this reagent are 








Taste 2. Determination of 17-Ketosteroids. 
~—? ExcrETION OF 17-KETOSTEROIDS 
(mg./24 hr.) 
hee see omen pera mvc 
a 8B Total a 8B Total 
yr. 
Addison's disease . 
i “(eritical) Bite k 7 47°48 an Gy 63 
40 I Addison's disease » e 
(controlled) . . 73 a2 32 3.7 09 4.8 
~% -F i Vistliom ....-.. 20.5 2.2 22.7 18.2 2.7 20.5 
%6 F Wisi <.502.< 24.8 9.3 31.0 14.8 2.4 16.7 
21 I Se eee 7.4 0.7 8.3 5.9 0.7 6.0 
5 F Normal Sunda 22 65. 36 19 0.5 2.2 











in the blue-green and yellow-green range, instead 
of the yellow-red range of the Zimmerman re- 
action. 

It will also be observed that the general range 
of values given by this reagent is lower than that 
of the Zimmerman reaction. Furthermore, there 
are qualitative differences between the two reac- 
tions in that they do not measure the same keto- 
steroid configurations. Some of these qualitative 
differences may be summarized. After heating 
with antimony trichloride and dilution with gla- 
cial acetic acid, an intense blue color (absorption 
maximum at 610 mp) is developed by androste- 
rone and its isomers and by androstenone-17. Dehy- 
droisoandrosterone and pregnanediol show weak, 
yellow-blue colors. The shade of color varies with 
the diluent. Thus, in chloroform, androsterone 
shows absorption maxima at 560 and 620 mz. 

Quantitatively, the chief difference from the 
Zimmerman reaction shown by neutral extracts of 
urine occurs in the nonalcoholic ketonic fractions. 
As shown by Table 2, there are also considerable 
differences in the beta-ketosteroid moiety. In gen- 
eral, however, these discrepancies do not obscure 
the interpretation of the results in terms of the 
present concepts of ketosteroid metabolism. 

In a previous article I'' discussed clinical vitamin 
determinations and pointed out that biologic 
methods were subject to several sources of error. 
Since that time, however, intensive work has been 
done in this field, especially with regard to the 
vitamin B complex. The field is too large to be 
reviewed in this article, and I shall therefore men- 
tion only the fermentometer method developed by 
Schultz, Atkin and Frey.!? This procedure is 
based on the finding’ that the rate at which cer- 
‘ain yeasts ferment glucose may be increased by 
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the addition of thiamine chloride. Although the 
original article describes apparatus of gross size, 
the procedure can readily be adapted to the micro- 
respirometer (Warburg) technic. 

Previously, considerable inaccuracy was intro- 
duced by the presence in biologic materials of a 
substance or substances that, like thiamine, also 
speed up fermentation. This substance, called 
“PAYF” (pyrimidine accelerating yeast fermen- 
tation),"* may be closely related to or identical 
with 2-methyl-5-ethoxymethyl-6-aminopyrimidine. 
At any rate, Schultz, Atkin and Frey have large- 
ly eliminated this error by subjecting a second 
aliquot to the action of sodium sulfite, which de- 
stroys the thiamine. Thus the first sample gives 
thiamine plus PAYF and the second PAYF alone, 
which may be as large as 40 per cent of the total. 
By this difference between the samples, the thia- 
mine is determined. The surprising accuracy of 
the procedure is illustrated by the series of assays 
in Table 3, performed in this laboratory by Dr. 
Rigby Roskelley. It must be confessed that this 
particular series is more consistently accurate than 
many routine series, but it can be duplicated readi- 
ly if special care is taken. 

Although precautions must be taken to control 
the sample of yeast used, and to check each type 
of biologic material by known additions of thia- 


Taste 3. Assays of Known Solutions of Thiamine by 


Fermentation Technic. 








ASSAYED 
THIAMINE 
CONTENT 


KNown 
THIAMINE 
CONTENT 


microgm. 


1 0.97 
1.02 
0.99 
0.99 
0.99 
0.99 
1.02 


2 1,99 
1,99 
2.00 
2.00 
2.00 
2.00 


microgm. 





mine examined simultaneously with the unknown, 
the method is far less irksome than the best chem- 
ical methods now available. Furthermore, for 
most purposes it is quite as accurate. 

Suitable methods for other vitamins are now 
being worked out on the same principle, but they 
have not yet been so extensively tried as has the 
thiamine procedure. 


Hyprocen-Ion CoNcENTRATION 


For years physicians and medical students have 
struggled with the distinction between hydrogen- 
ion activity (measured as pH) and alkali reserve. 
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They have learned that a diminution in plasma 
bicarbonate often indicates acidosis —but not al- 
ways. This traditional use of carbon dioxide as 
an index of hydrogen-ion activity in large part 
grew out of the technical fact that, formerly, di- 
rect measurement of plasma pH was extremely 
difficult. As a by-product of this indirect phys- 
icochemical approach to the measurement of 
hydrogen-ion activity, by means of the Henderson- 
Hasselbalch equation, a great deal of obscure think- 
ing has flourished in clinics. 

In a sense, this Gordian knot has been severed 
by the development of convenient methods for 
direct measurement of the acidity of the blood. 
The actual procedure requires only a few min- 
utes, and only 1 or 2 cc. of blood. No great pre- 
caution is necessary against loss of carbon dioxide, 
beyond collecting the blood under mineral oil. 
A delay of even two or three hours is permissible 
before reading. The blood is treated with a suita- 
ble oxalate-fluoride mixture to prevent clotting and 
glycolysis. 

The chief disadvantage of the method, which 
employs glass electrodes, is that the thermoionic 
amplifying devices required for the apparatus are 
expensive. They are, however, permanent, and 
in many laboratories much of the potentiometric 
equipment is already available. 


Several types of apparatus have been described. 
One of the best procedures, however, is that of 
Nims.’® This method has the advantage that it 
measures the blood pH in terms of its deviation 
from that of a known buffer. In this way uncon- 
trollable variations in the apparatus or environ- 
ment are largely compensated. 


If one wishes to construct the apparatus from 
general equipment, one of the better circuits is 
described by Nims. In addition to a good po- 
tentiometer, a thermoionic amplifier is necessary 
to activate a recording galvanometer, which is used 
as a nul-point instrument. Several excellent com- 
mercial instruments, however, are available in ef- 
fectively compact form. 

In making the determination, which requires 
only a few minutes, it is important that the blood 
and glass electrode be maintained at body tem- 
perature. This is essential because one is looking 
for rather small shifts in the activity of hydrogen 
ions and the temperature coefficient of the ther- 
modynamic equilibrium involved is rather large. 
The electrode itself should be housed in a special 
water jacket, through which a stream of water 
circulates from a thermostatically controlled bath. 
It is convenient, also, to warm the tuberculin 
syringe from which the blood is delivered to the 
electrode. With special care, as little as 0.2 cc. 
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of blood may suffice for the final determination, 
but 1 to 2 cc. of whole blood is ordinarily used. 

Formerly, extreme precautions were taken with 
fresh blood to prevent loss of carbon dioxide, and 
the glycolysis of glucose was neglected. It now 
appears that the formation of lactic acid from the 
blood sugar is the more important source of error, 
Accordingly, fluoride or some similar toxic agent 
is required. 

The profound effect of changes in the hydrogen- 
ion concentration on rates of biologic reactions is 
so well known that it needs no further comment. 
Although its importance has been appreciated in 
clinics, the technical difficulties of measurement 
have caused greater emphasis to be placed on 
electrolyte patterns, which often have been mis- 
leading because they were incompletely deter- 
mined. In any large clinic with an active lab- 
oratory service, there should no longer be any diff- 
culty in deciding whether acidosis or alkalosis 
exists. If, however, one or the other abnormal- 
ity in hydrogen-ion activity is found, it may still 
be desirable to determine the alkali reserve as 
a gauge of the severity of the disease and as 
an aid to therapy or prognosis. In my opinion, 
however, the problem of laboratory “diagnosis” can 
now be solved satisfactorily in a few minutes in 
any well-equipped clinic. Furthermore, the sever- 
ity of the acidosis or alkalosis can be expressed 
quantitatively in terms of shift of pH. 


ENZYMES 


In a previous article I’ referred to the clinical ap- 
plications of the measurements of blood enzymes, 
for example acid phosphatase, alkaline phosphatase 
and amylase. To this list must now be added car- 
bonic anhydrase. Physiologists interested in the rate 
of carbon dioxide transfer from blood to alveolar 
air have made many fundamental studies of this 
biologic catalyst. Among the most informative 
are those of Roughton and his associates. * ' 

Recently at New Haven, Stevenson’ has made 
an important clinical application in the study of 
the newborn. He finds that the concentration of 
circulating carbonic anhydrase is low in the new- 
born, and even lower in the premature infant. It is 
likely to be especially low in such infants as are 
cyanotic without obvious reason. ‘The mortality 
rate in these cases is high, but post-mortem exam- 
ination reveals little cause for death. Certainly, 
the older notion of congenital atelectasis — that is, 
failure of the fetal lung to expand at the first 
gasp —is fallacious in these cases. When, how- 
ever, such infants are transfused, their blood en- 
zyme becomes elevated rapidly and their cyanosis 
disappears. Furthermore, the mortality rate 1s 
considerably lowered. This striking clinical result 
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is a fascinating outcome of an abstruse study of 
chemical kinetics. 

The enzyme concerned has been prepared in 
crystalline form by Scott and Fisher.” Its action 
is to expedite the liberation of carbon dioxide from 
carbonic acid. Without its influence this gas can- 
not be unloaded from the blood at a speed com- 
mensurate with the rate of the pulmonary circu- 
lation. It is interesting that this delay indirectly 
impedes the uptake of oxygen, for which reason 
oxygen therapy is of no avail in the infants stud- 
ied by Stevenson. 


SUMMARY 


A new field of clinical chemistry is arising that 
deals with biologic catalysts. The study of these 
substances involves specialized microtechnics, 
which are themselves often catalytic. Such meas- 
urements afford highly specific information con- 
cerning the functional effectiveness of definitive 
physiologic mechanisms. They also give momen- 
tary estimations of the dynamic rate at which such 
systems are operating. 
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| e~ annual meeting of the Council of the 
Massachusetts Medical Society was called to 
order at 7:00 p.m. in the Georgian Room of the 
Hotel Statler, Boston, on Monday, May 24, 1943, 
by the president, Dr. George Leonard Schadt, 
Hampden; 204 councilors were present (Appen- 
dix No. 1). 

The Secretary presented the record of the stated 
meeting held February 3, 1943, as published in the 
New England Journal of Medicine, issue of March 
18, 1943, and moved its approval. This motion 
was seconded and it was so ordered by vote of 
the Council. 


Dr. Schadt, at this point, called the death of 
Dr. Charles S. Butler, treasurer of the Society, 
to the attention of the Council. He said his death 
took place on February 23, 1943, after a long ill- 
ness and that the Massachusetts Medical Society 
had lost a great friend in his passing. He added 
that Dr. Butler had a gentle, sweet, kind charac- 
ter, that he was a gentleman of the old school 
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whose life exemplified what was in the poet's 

mind: 

From first beginnings out to undiscovered ends, 

There’s nothing worth the toil of winning but laughter 
and the love of friends. 


He spoke of Dr. Butler’s great devotion to duty, 
oftentimes at the expense of his health. At the 
request of the President, the Council stood in 
silence for two minutes in tribute to the mem- 
ory of Dr. Butler. 

Dr. Reginald Fitz, Suffolk, moved that the 
President appoint a committee to draw up suita- 
ble resolutions on the death of Dr. Butler. This 
motion was seconded by Dr. Walter G. Phippen, 
Essex South, and it was so ordered by vote of 
the Council. 

Dr. Schadt appointed to the committee Dr. Wil- 
liam H. Robey, Dr. David Cheever and Dr. Reg- 
inald Fitz. 

Dr. Harold R. Kurth, Essex North, was recog- 
nized. He read a statement (Appendix No. 2) 
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which had already been published in the proceed- 
ings of the February 3, 1943, meeting. This mat- 
ter was presented at this time as the result of a 
directive issued by the Council on February 3, 
1943. It concerned a difference of opinion as to 
an individual’s acceptability for membership in 
the Massachusetts Medical Society — the local com- 
mittee on membership favoring the candidate and 
the state committee opposed. Dr. Kurth offered 
the following motion: 


It is the sense of the meeting that the essential re- 
sponsibility of whether or not graduates of unrecog- 
nized or foreign schools shall be admitted to the So- 
ciety lies in the local membership committees, and 
that the central committee should concern itself es- 
sentially with the responsibility of seeing that no un- 
due pressure has been brought to bear upon the local 
boards, either to endorse, or to bar, the approval of 
candidates. 


This motion was seconded by Dr. Elmer S. 
Bagnall, Essex North, who said that he was one 
of three who examined the candidate in question. 
He added that in all the years he had been a 
member of the board of censors he had never 
seen a more adequate consideration to an appli- 
cant for admission to the Society than in this 
case. He disclaimed any intention of upsetting 
the by-laws. He said the motion had for its 
purpose an expression of opinion from the Coun- 
cil that the local committees have better opportu- 
nity to know those possessed of qualifications for 
membership in the Society. 


Dr. Roy V. Baketel, Essex North, was recog- 
nized. He spoke as follows: 


I have been a censor for quite a period of years. I 
should hate to tell you just how long. It has been 
longer perhaps than my memory; and I might say 
that at our meeting earlier in the month the officers 
in the district saw fit to give me five years more, so 
perhaps they do believe that I have tried to treat the 
applicant for membership in the Society in a reasonably 
honest, fairminded, square way. 

Now I should like to say, in addition to the facts 
that have already been presented, because to me this 
is a rather strong fact in our failure to understand 
the decision handed down by the central committee, 
that we had, in November, two candidates, both grad- 
uates of a Grade C school, both men of foreign ex- 
traction, both practicing in Lawrence, both with the 
same type of recommendation. These recommenda- 
tions came from men in long practice in Lawrence and 
its vicinity — men who had had contact with these ap- 
plicants, men whose advice we believed in, men whose 
purpose we believed was honest. 

The first of these applicants came from a below- 
standard school. He passed our examination very 
satisfactorily, and these recommendations, which were 
practically unanimous, were accepted by the central 
committee, and the man is today a member of the 
Massachusetts Medical Society. So far as we knew at 
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the time there was practically no difference — indeed, 
I am willing to state it a little more strongly — there 
was no difference in the qualifications of these men in 
our migds. Because of the fact that they came from 
subpar schools they were interrogated at the time more 
closely than might have been the case had they come 
from Grade A schools. And, further than that, we 
went into the factor of citizenship to a considerable 
extent. I know that we are all anxious in the light 
of the war to be sure that every man who is a mem. 
ber of this society, or a member of any American or. 
ganization, is a patriotic citizen. We stood fast on those 
lines as to both of these men. The examination also 
included very specifically the ethics practiced by these 
men. We tried to obtain from them their belief 
in ethics, their attitude toward ethics, their attitude 
toward their fellowman in the daily pursuit of their 
practice, their attitude toward the patient under vary. 
ing conditions; in fact, we tried to delve and did delve 
more deeply into their consciences than we have done 
with the average man from the average school. 

We were certainly amazed when the report came 
back that one man was accepted and the other man 
was rejected. We believe that an injustice has been 
done. Certain correspondence took place between 
our secretary and the chairman of the general com- 
mittee asking what the charge was, what we had left 
unsaid or undone, if they had information we did not 
have, and if they knew anything about this man that 
was against him in any way? We had no answer to 
that inquiry. We believed that they had no more 
information than we had, and I think they admitted 
it; therefore, it was all the harder for us to under. 
stand why one man should be accepted and the other 
man rejected. 

As has been stated, we have no fault to find with 
the provisions of the by-laws. We think they are 
ample. We think their interpretation needs to be a lit- 
tle broader. We think they should be constructive; 
and we think, too, that in construing them consid- 
erations of a humanizing nature should apply when 
we pass upon applications of those whose circum- 
stances may not be as fortunate as ours. We tried 
to assume such an attitude at that meeting, and not 
only did we want to be human to them but we want 
ed to be fair and square in every way. We still think 
these by-laws should not be changed but that inter- 
pretation of them should be along a broader basis 
and on more humanitarian lines. 


Dr. George D. Henderson, Hampden, said that 
one might get the idea from the discussion that 
Dr. John P. Monks did not back up the central 
committee. This was a wrong impression. He 
expressed it as his own thought that all these can- 
didates should be approved by the central commit- 
tee. He added that he was opposed to the motion. 

Dr. Fred H. Allen, Hampden, expressed a de- 
sire to know more of the facts before being called 
upon to vote on the question. He asked that some 
member of the central committee be asked to state 
that committee’s point of view in this matter. 

Dr. Harlan F. Newton, Suffolk, chairman of the 
Committee on Membership, responded. He said 
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that there was no question that the proper agent 
to examine candidates from substandard schools 
is the local committee. The approval of such com- 
mittees, however, is often sent to the Committee 
on Membership without being accompanied with 
the reasons for such approval, and at times the 
Committee on Membership gets the feeling that 
the local committee, while it does approve the can- 
didate, is not particularly keen about him. The 
question, he added, is simply this, Does the Coun- 
cil wish the local committees to have the entire 
say as to whether the candidate shall be passed 
along to the censors or does it want an intermedi- 
ate check by the Committee on Membership, as 
at present provided for in the by-laws?” Dr. New- 
ton pointed out that three supervising censors sit 
with the Committee on Membership and that, in 
spite of all this, mistakes may happen and may 
have happened in this particular case. 

Dr. Kurth disclaimed animus against the cen- 
tral committee. He added that local committees 
are in a favored position to probe the background 
and the ethics of candidates from substandard 
schools. Because of this it is difficult to understand 
why the central committee disapproves of a candi- 
date already approved by a local committee. 

Dr. Arthur M. Jackson, Middlesex South, ex- 
pressed the thought that the Council was wasting 
its time by voting something which attempted to 
upset the by-laws. 

Dr. Curtis C. Tripp, Bristol South, moved that 
the whole matter be laid on the table. This mo- 
tion was seconded by a councilor, and it was so 
ordered by vote of the Council. 


Report oF Executive CoMMITTEE 


The Secretary, in presenting the report (Appen- 
dix No. 3), said the Executive Committee had 
now been in existence for two years. He added 
the circumstance which created this committee 
was indeed fortuitous inasmuch as it has enabled 
“a Society to act promptly in matters pertaining to 
the war. 


The committee, on the recommendation of the 
Committee on Membership, under the provisions 
of Chapter I, Section 5, of the by-laws, retired six- 
teen fellows; under the provisions of Chapter I, 
Section 7, allowed twelve fellows to resign; under 
the provisions of Chapter III, Section 3, allowed 
three tellows to change their membership from 
one district to another without changing their 
legal residence; under the provisions of Chapter 
I, Section 10, readmitted four fellows who had re- 
signed while in good standing; readmitted two 
fellows who had been deprived of membership for 
nonpayment of dues, provided they discharged all 
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their obligations to the Society within one month; 
under the provisions of Chapter I, Section 6, re- 
mitted the dues, including those of 1943, of ten 
fellows; and under the provisions of Chapter I, 
Section 8, deprived fourteen fellows of member- 
ship for the nonpayment of dues. 

The committee in conference with the Commit- 
tee on Membership, under a directive of the Coun- 
cil given on February 3, 1943, recommended the 
following: 


Fellows of the Massachusetts Medical Society shall 
not be required to pay further dues during their pe- 
riod of active service in the United States Army, Navy 
or Public Health Service. Those so requesting may 
receive the New England Journal of Medicine upon 
request and payment of the $4.00 subscription fee. 

The above does not apply to fellows going into 
active military service during the first year of fellow- 
ship in the Society. 


The Secretary moved the adoption of the recom- 
mendation. This motion was seconded by a coun- 
cilor. 

Dr. F. H. Allen asked why the Marines were 
left out. It was explained that the Marines had no 
distinct medical service, such being supplied by 
the Navy. 

Dr. Fitz, calling attention to the fact that there 
may be a few members of the Massachusetts Med- 
ical Society serving with the medical branch of 
the Canadian Army, offered an amendment to the 
recommendation so as to include the latter. This 
amendment was seconded by a councilor. The 
maker of the motion and its seconder having ac- 
cepted the amendment, the chair declared it a 
part of the original motion. The recommendation 
was adopted by vote of the Council. ; 

The committee reviewed the report of the Com- 
mittee on Membership with regard to the estab- 
lishment cf a junior membership and approved 
of its recommendations. 

The Council on February 3, 1943, referred to 
the Executive Committee four recommendations 
offered by the Auditing Committee of 1943. These 
recommendations are as follows: 

That the investment of the Society’s funds should 
be under the direction of a professional investment 
company. 

That the report of the accountant should be more 
complete and include a list of investment transac- 
tions. 

That the latter should include a statement that the 
report of the fiscal year is reconciled with the report 
of the preceding year. 

That the duties of the Auditing Committee be 
turned over to a businessman trained as a bank exam- 
iner. 


The Secretary said in connection with the first 
recommendation that the committee received from 
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the investment firm of Loomis-Sayles and Com- 
pany an analysis of the Society’s investment port- 
folio and certain advice with regard to a safe and 
profitable way in which this portfolio might be 
handled in the future. It was observed that there 
were too many items in the list, that the total 
yield was only 2.82 per cent and that the latter 
might be very materially increased without jeop- 
ardizing the principal. This firm would charge 
for handling the Society’s investments 0.5 per 
cent on the first $300,000 and 0.4 per cent on 
additional capital. 

The Secretary read a letter addressed to Dr. 
Eliot Hubbard, Jr., by the New England Trust 
Company in which this bank explained its method 
of operation under four headings as follows: 

To appraise and review quarterly the list of securi- 
ties making up the account and to submit in writing 
the quarterly appraisals with recommendations for 
changes in investments that seem to be desirable. 

To recommend changes of investments between 
quarterly reviews if desirable. 

To confer with the treasurer at any time regarding 
the Society’s investment problems. 

To receive as compensation annually 0.2 per cent 
of the market value of the property in the account at 
the date of the original appraisal for the first year, 
and at the date of the anniversary appraisals for sub- 
sequent years. 


The cost to the Society for handling the portfolio 
in this manner would be approximately $420 per 
year. 

The Secretary reported that the committee rec- 
ommended the employment of investment coun- 
sel. He moved the adoption of this recommenda- 
tion. This motion was seconded by a councilor. 

The Secretary explained that the authority for 
the investment of the Society’s funds rests, under 
the by-laws, in the hands of the Treasurer and 
that the Council at this time should do no more 
than say to the Treasurer, “We approve of you 
having at your disposal investment counsel — 
either that supplied by banks or that furnished 
by investment-counsel firms.” The recommen- 
dation was adopted by vote of the Council. 

With regard to the second recommendation of 
the Auditing Committee of 1943, the committee 
took notice of the fact that auditing committees 
are already provided with full authority, under 
the by-laws, to insist on the matters set forth in 
this recommendation and that, furthermore, it is 
the opinion of the committee that auditing com- 
mittees should so insist. 

The Secretary moved that the Council concur 
in these opinions. This motion was seconded 


by a councilor, and it was so ordered by vote of 
the Council. 
The committee reported that it concurred in 
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the feeling of the Auditing Committee that the 
interval between the closure of the Treasurer’s 
books and the stated meeting in February is tog 
short to enable such a committee to do the kind 
of job which should be done. The Secretary an. 
nounced that under new business amendments to 
the by-laws would be offered whereby the Treas. 
urer’s report and that of the Auditing Committee 
would be presented to the Council at the annual 
meeting instead of at the stated meeting in Feb 
ruary. 

The committee considered the recommendation 
made by the Committee to Aid the Boston Medical 
Library. This recommendation would have the 
Massachusetts Medical Society turn over to the 
Boston Medical Library the earnings of the So 
ciety’s building fund. The committee expressed 
the opinion that a vote of the Council passed in 
June, 1929, makes this impossible. In connection 
with this subject, the committee offered two rec. 
ommendations: 


That the Massachusetts Medical Society acquire 
the space now occupied by the Journal of Bone and 
Joint Surgery. 

That the Massachusetts Medical Society pay to the 
Boston Medical Library as rent a sum of money, up 
to $6500 per annum, for its quarters thus enlarged. 


The Secretary moved the adoption of the first 
recommendation. This motion was seconded by a 
councilor, and it was so ordered by vote of the 
Council. The Secretary moved the adoption of 
the second recommendation, and the motion was 
seconded. There was some discussion as to 
whether or not the word rent in the recommenda- 
tion might involve the library in certain troubles 
anent its tax-free status. Dr. Edwin R. Leib, Wor- 
cester, asked if the legal side of the matter had 
been looked into. The Secretary replied that it 
had. Dr. David Cheever, Suffolk, confirmed this 
and said that it had been learned authoritatively 
that rent paid to a philanthropic, charitable or 
educational institution and used by that institu- 
tion, for the purpose for which it exists under 
its charter, does not constitute rent in the sense 
of being taxable income. The recommendation 
was adopted by vote of the Council. 

The committee reported that it had reviewed 
and approved the report of the Committee on 
Medical Defense and that of the Committee on 
Expert Testimony. The committee commended 
the report of the Committee on Public Relations 
to the attention of the Council. 

The committee reported that the Army had 
approved of a plan to subscribe to the New Eng- 
land Journal of Medicine, placing a copy in every 
Army hospital of twenty-five beds or over. It 
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defeated a motion to send one hundred copies of 
the Journal to the Navy free. 

The committee recommended that stated meet- 
ings of the Council begin at 10:00 a.m. and, 
while there is any business to transact, do not ad- 
journ for lunch until 2:00 p.m. The Secretary 
moved the adoption of this recommendation. 
This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 

The committee acknowledged the receipt of a 
communication from Dr. Charles F. Wilinsky et 
al. of the staff of the Beth Israel Hospital, in- 
cluding a protocol governing a plan for the care 
of the practices of such members of its staff as 
have entered or will enter the armed forces. The 
committee recommended that this matter be re- 
ferred to the War Participation Committee and 
that this committee report to the Executive Com- 
mittee at its next meeting. The Secretary moved 
the adoption of this recommendation. This mo- 
tion was seconded by a councilor, and it was so 
ordered by vote of the Council. 

The committee recommended that the Commit- 
tee on Arrangements be instructed to provide for 
an exhibit and a luncheon meeting on anesthesia 
and for the suitable advertising of this meeting 
and exhibit in the program of the annual meeting. 
The Secretary moved the adoption of this recom- 
mendation. This motion was seconded by a coun- 
cilor, and it was so ordered by vote of the 
Council. 

The committee acknowledged the receipt of a 
letter from the National Conference on Medical 
Service, including a resolution which it was in- 
tended to offer at the meeting of the House of 
Delegates of the American Medical Association on 
June 7, 1943. This resolution called for the cre- 
ation of a new committee of the American Med- 
ical Association made up of certain officers of 
that organization and so forth. This committee 
would maintain a Washington office and be sup- 
ported by an appropriation from the American 
Medical Association of not less than fifty cents 
and not more than one dollar for every member 
of that organization. The committee recommend- 
ed that this matter be referred to the Massachu- 
setts delegation to the House of Delegates of the 
American Medical Association without prejudice. 
The Secretary moved the adoption of the recom- 
mendation. This motion was seconded by a 


councilor, and it was so ordered by a vote of the 
Council. 


The committee reviewed a list of appointments 
made by the president-elect, Dr. Roger I. Lee, and 
approved of the same. 


The Secretary moved the adoption of the Ex- 
ecutive Committee’s report as a whole. This mo- 
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tion was seconded by a councilor, and it was so 
ordered by vote of the Council. 


Report oF CoMMITTEES 


Committee on Arrangements—Dr. Gordon M. 
Morrison, Middlesex South, chairman. 


Dr. Morrison reported as follows: 


We have no formal report to render. The annual 
meeting is our report. After having served on this 
committee one year I found myself precipitated into 
the chairmanship. Drs. Faxon, Halsted and Sturgis 
are all in the armed forces. During this last year 
Dr. Schadt, our president, Dr. Lee, our president- 
elect, and Dr. Tighe came to our meetings faithfully 
and helped us out a great deal. The committee that 
I have been fortunate enough to have work with me 
this year — Roy Heffernan, Richard I. Smith, Sidney 
Wiggin and Guy Bailey—could not have been a 
better committee for any chairman to have work 
with him. There is just one more person that I want 
to mention as having been indispensable to our com- 
mittee last year, and that is our executive secretary, 
Mr. Robert Boyd. He has done an excellent job. 


Dr. Morrison moved the adoption of the report. 
This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 


Committee on Publications—Dr. Richard M. 
Smith, Suffolk, chairman. 


No report. 


Committee on Membership — Dr. Harlan F. New- 
ton, Suffolk, chairman. 

Dr. Newton reported (Appendix No. 4) that his 
committee, while favoring in principle the estab- 
lishment of a junior membership in the Massachu- 
setts Medical Society, did not believe that this was 
the time to do it. He moved the adoption of the 
report. This motion was seconded by a councilor, 
and it was so ordered by vote of the Council. 


Committee on Finance —Dr. John Homans, Suf- 
folk, chairman. 


No report. 


Committee on Ethics and Discipline — Dr. Ralph 
R. Stratton, Middlesex East, chairman. 


The chairman reported as follows: 


Your committee has held four meetings during 
the past year—at which thirty-four cases were dis- 
cussed. These cases varied from requests for advice 
as to ethical procedure to complaints of member 
against member charging violation of the code. Sev- 
eral of these cases, which were involved in court pro- 
cedures or might be so involved, were laid on the 
table pending legal action. All other cases were 
thoroughly investigated and decisions reached based 
on the data obtained. The most serious one —a 
charge of violation of Act III, Section 8, of the Code 











of Ethics of the American Medical Association — 
was happily settled by an apology being rendered by 
the defendant to the injured fellow. 

It is an interesting thought that throughout the 
year not one member has been asked to resign, or 
his name sent to the President for admonishment. 
All cases have been settled in committee and the 
decisions accepted by the fellows concerned. 

At present there are before the committee two 
complaints of exorbitant charges against fellows, one 
case of improper advertising and three serious com- 
plaints of violation of the Code of Ethics. These are 
being thoroughly investigated and will be reported at 
a future meeting. 

I cannot close this report without expressing the 
appreciation of his fellow committee members to Dr. 
William Brickley for his very kind gift of recent date, 
the pleasure of which we have sampled already. 


Committee on Medical Education — Dr. Robert T. 
Monroe, Norfolk, chairman. 


No report. 


Committee on Public Health and Subcommittee 
on Public Education — Dr. Francis P. Den- 
ny, Norfolk, chairman. 

In the absence of Dr. Denny, the Secretary read 
the report, which is as follows: 


The series of broadcasts carried on by these com- 
mittees with the title “Green Lights to Health” were 
discontinued in March, 1942. 

This spring, at the instigation of the Massachusetts 
Department of Public Health, and with the offer of 
a favorable hour by Station WEEI, 4:30 to 4:45 
p.m. on Wednesdays, the committee decided to ar- 
range for a series of ten broadcasts. This series has 
been given the title “Health on the Home Front,” 
and was started on April 7 and will end on June 9. 

We are very grateful to the members of the Society 
who consented to give these broadcasts despite the 
many demands on their time. 


The Secretary moved the adoption of the report. 
This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 


Committee on Medical Defense —Dr. Arthur W. 
Allen, Suffolk, chairman. 


Dr. Edward D. Gardner, Bristol South, offered 


the report, which is as follows: 


At present, there are seven cases pending. During 
the past year, two cases have been disposed of — one, 
for lack of prosecution; the other, with a companion 
case, was nonsuited when it was reached for trial. 

There have been two new cases entered during the 
past twelve months. 

We wish to call attention again to the possibility 
of malpractice suits against fellows while in military 
service. We also urge that all men re-establish their 
insurance protection at the earliest possible moment 
on return to practice in case they have dropped their 
protection while on military duty. 
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Dr. Gardner moved the adoption of the report, 
This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 


Committee on Society Headquarters —Dr. Wij- 
liam H. Robey, Suffolk, chairman. 


No report. 


Committee on Industrial Health — Dr. Dwight 
O’Hara, Middlesex South, chairman. 


In the absence of Dr. O’Hara, the Secretary read 
the report, which is as follows: 


At the last meeting of the Council the Committee 
on Industrial Health announced that it would hold 
another all-day meeting similar to that held at the 
Harvard Club last November. This was done, with 
an entirely new program, on April 24, 1943. One 
hundred and sixty registered, most of whom were 
present for the luncheon at noon, which was ad- 
dressed by Dr. Alice Hamilton, and at which we 
were also honored by the presence of Dr. Robert H. 
Parry, health officer of Bristol, England, and by the 
presence of President Schadt. ; 


The committee has continued to keep in touch 
with the State Department of Labor and Industries 
and with the State Department of Public Health, and 
has made a few fresh contacts with representatives of 
the Associated Industries of Massachusetts. The com- 
mittee has advised several employers concerning medi- 
cal services and has been able to aid in the placing 
of a few physicians in industrial medical work. It 
has met with a representative of the Council on In- 
dustrial Health of the American Medical Association, 
has prepared papers for publication in both medical 
and industrial journals, has delivered a broadcast on 
industrial health in co-operation with the Commit. 
tee on Public Health, and has endeavored to be as 
active as possible on all fronts during this period of 
unprecedented industrial output. 


The Secretary moved the adoption of the report. 
This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 


Massachusetts Committee on Procurement and As- 
signment—Dr. Reginald Fitz, Suffolk, 
chairman. 


This report (Appendix No. 5) contained the 
following resolution: 


Wuereas, The War Manpower Commission has 
announced that there is immediate need for more 
physicians to serve as medical officers in the armed 
forces of the United States; and 

Wuereas, The War Manpower Commission has 
announced that Massachusetts should supply more 
medical officers than have so far been commissioned 
from the state; and 

Wuereas, A plan has been suggested by the War 
Manpower Commission through which the enroll- 
ment of medical officers may be accelerated with the 
help of county or district medical societies in certain 
states; therefore, be it 
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Resotven, That reviewing committees be estab- 
lished by each district society, the members of which 
shall be nominated by the district-society presidents 
and appointed by the president of the Massachusetts 
Medical Society. Such committees shall serve for 
the general purposes outlined in this report. 


Dr. Fitz moved the adoption of the resolution. 
This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 

Dr. Fitz moved the acceptance of the report as a 
whole. This motion was seconded by a councilor, 
and it was so ordered by vote of the Council. 


Committee on Public Relations —Dr. Elmer S. 
Bagnall, Essex North, secretary. 


Dr. Bagnall reported as follows: 


The committee has conferred with the president 
of the Massachusetts Nurses Association and made 
some progress toward meeting and understanding 
mutual problems. 

The Ellison subcommittee on relations with the 
Industrial Accident Board has made progress and has 
reason to believe the proposals made by us are being 
favorably considered by the board and the insurance 
carriers. 

In this emergency we accept the obligation to 
initiate remedies to correct, so far as practicable, 
manifest deficiencies in the distribution of medical 
care by enlisting co-operation of all agencies 
concerned. Each district public relations com- 
mittee should invite more intelligent co-operation of 
the public by whatever form of ethical propaganda 
best suits local needs. The doctor should exercise 
judgments based on the whole public interest when 
considering the request by his patient for hospital 
occupancy or for full-time special nursing. Serious 
nursing shortages exist in many communities. The 
district public-relations committee should stimulate 
formation of district nursing councils as outlined in 
a well-prepared prospectus concerning organization 
methods and component representation, which is pro- 
curable from Massachusetts State Nursing Association, 
420 Boylston Street, Boston. Local telephone ex- 
changes need better understanding of the problems in- 
volved in so-called versus real emergencies. We might 
attempt a practical definition of what is and what is 
not an emergency. Each district public-relations 
committee should move toward improvements in this 
field. The district public-relations committee should 
exert all reasonable efforts to prevent default of doc- 
tors in response to real emergencies even though our 
physical resources have been strained by the demands 
made upon them. . 


Dr. Bagnall moved the adoption of the report. 


This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 


Subcommittee on Tax-Supported Medical Care — 
Dr. Bagnall, chairman. 
Dr. Bagnall reported as follows: 


Because your chairman is able in his capacity as 
chairman of the Medical Advisory Board of the De- 
partment of Public Welfare to handle such problems 
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as are now arising in this field no meetings of the 
committee have been needed. 

Policies had been agreed upon last year by the 
department and the Society. The department is en- 
deavoring to extend these policies to local administra- 
tion of the welfare medical care. 


Dr. Bagnall moved the adoption of the report. 
This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 


Subcommittee Concerned with Postpayment Mea- 
ical-Care Costs through Banks —Dr. Bag- 
nall, chairman. 


Dr. Bagnall reported as follows: 


The Massachusetts Bankers Association has a com- 
mittee co-operating with our committee to get a plan 
in operation in October. It is to supply the applica- 
tions, note forms and so forth. The Massachusetts 
Medical Society is to endeavor to inform its mem- 
bers regarding the purpose and machinery of the 
plan. Suitable propaganda can be made available 
to the doctor by the Society for informing the pa- 
tient about this means of budgeting for payment of 
the costs of medical care. All banks dealing with 
consumer credit will co-operate by taking up the 
notes and paying the doctor directly if the patient’s 
credit justifies. 

There are about 4600 active fellows in the society 
and it would cost about $550.00 to inform the doc- 
tors and to provide them with machinery to utilize 
its facilities. 

The Council, at the last annual meeting, authorized 
the institution of this project. We recommend that 
the president be authorized to add to the committee 
enough additional members to introduce the plan 
properly when the appropriation is approved by the 
Committee on Finance. 


By way of additional information Dr. Bagnall 
pointed out that one year ago the Council adopted 
the principle of postpayment medical care as sug- 
gested by the National Shawmut Bank and author- 
ized the Committee on Public Relations to pro- 
ceed to put the plan into operation. Dr. Bagnall 
explained that this matter was not referred to the 
Committee on Public Relations or to the Execu- 
tive Committee because of lack of time. 

He moved the adoption of the report. This mo- 
tion was seconded by a councilor, and it was so 
ordered by vote of the Council. 


Committee to Meet With the Medical Advisory 
Committee of the Industrial Accident 
Board —Dr. Daniel J. Ellison, Middlesex 


North, chairman. 
No report. 


Subcommittee on Prepayment Medical-Care Costs 
Insurance —Dr. James C. McCann, Wor- 
cester, chairman. 

The report (Appendix No. 6) was presented by 

Dr. McCann. 
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Dr. Fitz moved its acceptance. This motion was 
seconded by a councilor, and it was so ordered 
by vote of the Council. 


Committee on Legislation — Dr. Brainard F. Con- 
ley, Middlesex South, chairman. 


This report, which was offered by the chairman, 
is as follows: 


When the Great and General Court began its session 
for the year 1943, His Excellency, Governor Saltonstall, 
made the request, that because of the war, the Legisla- 
ture complete its work within as short a time as possible. 
As a result of this request there appeared on the front 
page of every weekly issue of the Bulletin of Committee 
Work of the General Court, the following paragraph, to 
quote: 

Because of the present wartime necessity to expedite 
legislative business, the time allowed for arguments 
may be limited at all committee hearings. It is there- 
fore urged that all arguments be concisely stated, and 
that detailed or supplementary facts be submitted in 
writing. All information submitted will receive care- 
ful consideration, The co-operation of all interested 
parties in furthering this method will be most helpful. 


Your committee wishes to report strict compliance in 
every respect with this pattern of procedure. 

We also wish to report that this committee is very 
appreciative of the courteous and intelligent co-operation 
extended by the members of the joint Committee on 
Public Health of the Legislature. 

The New England Journal of Medicine of May 13, 
1943, contains a bulletin of as much committee work 
as had been acted upon up to the latest date possible 
of printing before this meeting of the Council. As soon 
as the present session of the Legislature closes, which will 
in all probability be within the next two weeks, all 
the bills of interest to the Society will have been acted 
upon and a completed list will be published in a similar 
manner. 

In the report of this committee to the Council in the 
February meeting we acknowledged our cognizance of 
the anticipated decrease of income to the Society for 
this year. We have continued our careful watching of 
expenses and have endeavored to keep them down, in 
spite of the fact that the amount of work done was, 
little, if any, less than in previous years. We hereby 
submit for your information the following financial sav- 
ings. 

In order to reveal the amount of money saved, we 
must first of all call to your attention that the legislative 
committee spent, in round numbers, $3900 during the 
last biennial session. Of this amount $1500 was spent 
for legal counsel. This year this committee made an 
arrangement whereby we could get what we considered 
the best possible legal advice and pay for only what we 
needed. Therefore, we found that we needed only $50 
worth of legal advice. This advice has been received 
and paid for, and we have saved $1450. That same year 
the amount of $218 was paid to the Legislative Reporting 
Service. To date, and the session is about over, we have 
received all the help we needed from that source and at 
a cost of approximately $70. Here is a saving of $148. 
Copies of the Who’s Who in the Legislature cost us 
$45, just the same as two years ago. Travel expense, 
telephone, telegraph, clerical hire and incidental expenses 
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have amounted to slightly over $50. In other words, 
this year your committee on legislation will have com. 
pleted its work with a minimum of expense, namely, 
about $220, as against $3850 two years ago—a saving 
of $3630. 


Dr. Conley moved the acceptance of the report. 
This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 


Committee to Examine WPA Records — Dr. Guy 
L. Richardson, Essex North, chairman. 


Dr. Richardson reported as follows: 


Work Projects Administration is at an end in Mas- 
sachusetts. Since our last report to the Council we 
have not been called upon to adjust any differences 
between physicians and the WPA office. 

The President of the United States has said that 
the WPA is entitled to an honorable discharge. Your 
committee requests its discharge, fearful it may be 
said of us as was said editorially of WPA itself. | 
quote: “We would go a little farther than the Presi- 
dent. We would say, not only that the WPA is en- 
titled to an honorable discharge, we would say it 
has been entitled to one for a long time.” 


Dr. Richardson moved the acceptance of the re- 
port and the discontinuance of the committee. This 
motion was seconded by a councilor, and it was 
so ordered by vote of the Council. 


Committee on Cancer—Dr. Ernest L. Hunt, 


Worcester, chairman. 


This report (Appendix No. 7) was offered by 
Dr. Hunt. It spoke of a meeting of the commit- 
tee at which Mr. H. D. Fish, assistant managing 
director of the American Society for the Control 
of Cancer, Incorporated, presented a plan for 
popular education, in co-operation with the state 
program, which latter program has been backed 
by the experience and facilities of the Society. The 
committee thought that this plan was not ex- 
pedient at this time. Dr. Herbert L. Lombard 
was present at this meeting and spoke of a two- 
day symposium on cancer that had taken place. 
This conference was held because it was realized 
that some type of cancer education should go 
on during the war. Out of it came a booklet, 
known as Cancer: The what, whither, how. 


This report spoke of the improvement in the 
cancer situation in Massachusetts during 1942 
in light of the report by Dr. Simmons on state- 
aided cancer clinics. It emphasized the fact that 
there must be no letup in the cancer-control ef: 
fort because of the hardships imposed by the war. 

The report concluded with the following state 
ment: “It is our conviction that there is no 
substitute for the well-educated, experienced, con- 
scientious doctor.” 
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Dr. Hunt moved the adoption of the report. 
This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 


Committee on Postgraduate Instruction — Dr. 
Fitz, chairman. 


No report. 


Military Postgraduate Committee — Dr. W. Rich- 
ard Ohler, Norfolk, chairman. 


This report (Appendix No. 8) spoke of eleven 
exercises that were held at Fort Banks, ten at 
Camp Edwards, one at the Portsmouth Navy Yard 
and ten at Westover Field. 

The committee expressed the view that this work 
had been very much worth while and that the of- 
ficials of the Army and Navy felt likewise. 

The committee offered the following recom- 
mendations: 

That the committee be continued and directed to 
enlarge its activities as far as practical. 

That an invitation be extended to the other New 
England state medical societies to co-operate in this 
project and that all medical officers of the Army and 
Navy in New England be offered postgraduate instruc- 


tion in some form. 
Further, that the Massachusetts Medical Society un- 


derwrite the expense of this effort. 


Dr. Ohler moved the acceptance of the report and 
the adoption of the recommendations. This mo- 
tion was seconded by a councilor. 

Dr. Morrison asked how this postgraduate work 
fitted in with the postgraduate work of the fed- 
eral government. 

Dr. Ohler answered that he presumed that Dr. 
Morrison was referring to the plan announced in 
the Journal of the American Medical Association, 
issue of May 1, 1943. He added that this plan was 
under the auspices of the American Medical Asso- 
ciation, the American College of Physicians and 
the American College of Surgeons and that it was 
still in the process of organization. He also said 
that in Boston, Philadelphia and Chicago such 
plans were already in operation and that it will be 
the policy of the committee controlling the plan, 
referred to by Dr. Morrison, to turn his work over 
to the groups which are already functioning. 

The Secretary asked if he was correct in his 
understanding that the Military Postgraduate 
Committee was asking the Massachusetts Medical 
Society to underwrite the expenses incident to 
courses given in other states. Dr. Ohler answered 
in the affirmative, adding, however, that it was 
hoped that other societies in New England would 
ultimately share the expense. He said that the 
part of the Society, so far as it was related to other 


states, would be incidental only to getting the 
work started. 
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Dr. Carl Bearse, Norfolk, asked if it were not a 
bit dangerous to underwrite the project without 
knowing exactly how much money might be 
needed. Dr. Ohler expressed the thought that the 
$500 would probably more than cover the expense. 

Dr. Ohler amended his original report so as to 
add at the end of the third recommendation the 
words “in an amount not to exceed $500.” The 
seconder accepted this amendment. The motion 
as amended was adopted by vote of the Council. 


Committee on Physical Therapy —Dr. Franklin 
P. Lowry, Middlesex South, chairman. 

Dr. Lowry reported as follows: 

This committee is primarily interested in research 
and education. 

During the past year it can report nothing completed 
in research. 

It has, however, sponsored a program of lectures 
in physical therapy for the medical personnel at Fort 
Devens. 


Dr. Lowry moved the acceptance of the report. 
This motion was seconded, and it was so ordered 
by vote of the Council. 


Committee on Expert Testimony — Dr. Frank R. 
Ober, Suffolk, chairman. 


Dr. Ober reported as follows: 

I thought that it was inadvisable to make a formal 
report, the reason being that there are fifty-three ar- 
ticles being published on forensic medicine under the 
editorship of Dr. Hubert W. Smith. Several of 
these articles have already appeared in the May num- 
ber of the Annals of Surgery. A number are coming 
out in the Yale Law Review, the Harvard Law Bul- 
letin, the Rocky Mountain Bulletin and the Lippincott 
Clinics. These are all being edited in book form. As 
soon as all the articles have been published in the 
magazines, they will be put in the hands of the mem- 
bers of the committee, and we shall then consider plans 
of procedure. It seemed very wise to wait until all 
this new material had been published before the com- 
mittee commenced its study. 


Dr. Ober moved the acceptance of the report. This 
motion was seconded by a councilor, and it was 
so ordered by vote of the Council. 


Committee on Automobile Insurance Claims — 
Dr. Henry C. Marble, Suffolk, chairman. 
No report. 
Committee on Convalescent Care — Dr. T. Duck- 
ett Jones, Norfolk, chairman. 
No report. 
Committee to Study the Practice of Medicine by 


Unregistered Persons—Dr. Richard Dut- 
ton, Middlesex East, chairman. 


No report. 
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Committee to Meet with the Massachusetts Hospt- 
tal Association —Dr. Walter G. Phippen, 
Essex South, chairman. 


No report. 


Committee on Maternal Welfare — Dr. Judson A. 
Smith, Suffolk, chairman. 


No report. 


Committee on Rehabilitation —Dr. William E. 
Browne, Suffolk, chairman. 


No report. 


Commitee to Aid the Boston Medical Library — 
Dr. William H. Robey, Suffolk, chairman. 


No report. 


Committee on Ways and Means to Conserve Phy- 
sicians’ Energies — Dr. Bagnall, chairman. 


No report. 


War Participation Committee —Dr. William B. 
Breed, Suffolk, chairman. 


No report. 


Committee on Nominations —'The committee was 
composed as follows: 

W. D. Kinney, Barnstable; P. J. Sullivan, Berkshire; 
W. H. Allen, Bristol North; E. F. Cody, Bristol South; 
G. L. Richardson, Essex North; Bernard Appel, Essex 
South; R. R. Stratton, Middlesex East; W. H. Sherman, 
Middlesex North; Dwight O’Hara, Middlesex South; D. 
D. Scannell, Norfolk; D. B. Reardon, Norfolk South; W. 
H. Pulsifer, Plymouth; W. B. Breed, Suffolk; W. F. 
Lynch (alternate), Worcester; and B. P. Sweeney, 
Worcester North (there were no representatives from 
the Franklin, Hampden and Hampshire districts). 


Dr. Walter H. Pulsifer, Plymouth, reported for 
the committee as follows: 

President: Dr. Roger I. Lee, Boston 

Vice-president: Dr. Daniel B. Reardon, Quincy 

President-elect: Dr. Elmer S. Bagnall, Groveland 

Secretary: Dr. Michael A. Tighe, Lowell 


Treasurer: Dr. Eliot Hubbard, Jr., Cambridge 
Assistant treasurer: Dr. Norman A. Welch, West Rox- 


bury 
Orator: Dr. Joseph C. Aub, Boston 


The President asked if there were any nomina- 
tions from the floor. There being none, he re- 
quested the Secretary to cast one ballot bearing 
the names and designations of the above. The Sec- 
retary announced that he had complied with this 
request, whereupon the President declared, amid 
great applause, the election of the officers for 1943- 


1944 as above listed. 


APPOINTMENT OF COMMITTEES 
Dr. Roger I. Lee, president-elect, in announcing 
the list of committees for 1943-1944, said that the 
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personnel of these committees was for the most 
part the same as that of 1942-1943. He moved 
that the list, which had already been approved by 
the Executive Committee, be likewise approved by 
the Council without being read. This motion was 
seconded by a councilor, and it was so ordered by 
vote of the Council. (The list will be published 
with the proceedings of the Society in the July 22 
issue of the Journal.) 


New Business 


At this point in the meeting Dr. Peirce H. Leay- 
itt, vice-president, assumed the chair and Dr 
George Leonard Schadt was recognized. He spoke 
as follows: 


The subject I am going to discuss with you js 
something that has been in my mind all year long 
but it seemed to me that I should wait until the én. 
nual meeting of the Council before bringing it out, | 
shall present the plan I have in mind and shall ask 
Dr. Roger Lee, the incoming president, to exercise 
his prerogatives in appointing a committee. 

The last war, as you know, was a comparatively 
short war. Many of us had been in practice five, ten 
or fifteen years when we went away. I happened to 
be in service for twenty-two months; some of us were 
in for ten, twelve or fourteen months —I believe the 
average was fourteen months. We got back into 
practice quickly. Some of us were lucky and had 
little trouble, but a lot of the men had difficulty get. 
ting started. I know because I talked with a great 
many of them. They needed a car, or they needed an 
office. , 

I can think of the story of one man, named Bill 
Smith, who came back and was quite a hero. He had 
been wounded severely and was brought home, and 
when he came back he met John Jones, .a banker, 
who thought Bill Smith was a wonderful hero and 
told him what a fine fellow he was. And then he 
said to Bill Smith, “What can I do for you?” Bill 
replied, “I should like to see if I can borrow a little 
money.” The banker said, “Of course you can. I'll 
be glad to give it to you. How much do you want?” 
“Twelve hundred dollars.” “By the way, what about 
collateral?”, John Jones asked. Bill Smith said, “This 
will be only for a year.” However, the banker looked 
at him with a cold eye and said, “If you haven't any 
collateral I can’t let you borrow the money.” That 
was poor Bill Smith’s position. He was a great hero, 
he had fought for his country in the war and he had 
been wounded, but he never got the $1200 — at least 
not from the banker. 

A lot of men came back wounded and could not 
go into the type of practice they had engaged in 
before. They would have liked very much to have 
gone into something like refraction, but they did not 
have the money and they could not do it. As the re- 
sult of the war many men lost out, not because of their. 
service, but because of the fact that they could not 
afford to rehabilitate themselves. 

I think we have -a great opportunity in the Mas- 
sachusetts Medical Society today. This war is dif- 
ferent. It is a long war. It has already lasted, so fat 
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as we are concerned, nearly a year and a half. It is 
going to last another two or three anyway. Our 
friends have gone, men who have been in practice five, 
ten or fifteen years. Many of those men are coming 
back wounded or in ill health. A surgeon may never 
be able to operate again. An internist may never be 
able to do that type of work. If he could do refrac- 
tion or skin work, if he could get started with six or 
ten months’ headway, it would be a great thing for 
him. A great many coming back are going to need 
special treatment until their wounds and their nerves 
are healed, and a majority of them are coming back 
without collateral. 

My plan—and I have talked it over with a few 
men in the Society —-is one to develop a fund in the 
Massachusetts Medical Society. Call it the Postwar 
Rehabilitation Fund. Let it run something on the or- 
der of the Morris Plan, any member of the Society 
being able, without embarrassment and without col- 
lateral, to make application for a loan. That applica- 
tion is endorsed by one or two members of the So- 
ciety. The amount would be limited, and each appli- 
cation would receive careful consideration. Such a 
scheme could be easily put into effect. To come to us 
rather than to an otherwise affable banker or to a 
loan shark would save our friends and our colleagues 
a tremendous amount of embarrassment. . 

I can see that all this needs a lot of study, and all 
that I am asking of you tonight is to appoint a com- 
mittee for that purpose. 

I can visualize a man coming home and wanting to 
go to Harvard or Boston University or Tufts for post- 
graduate study. Incidentally, possibly the medical 
school should cut the fee in half or cut it out entirely 
for the ex-service man. The amount of the borrow- 
ing might be $1000 or $1500. That can be decided. 
The time in which the loan has to be paid might run 
one or two years. That, too, would be decided by a 
committee. 

I can visualize further. I can see men who are 
not coming back, who are leaving wives, and children 
who need to be educated. There are quite a number 
of paths this plan might follow. 

You say, “Well, where are you going to get the 
money?” I think the preliminary fund could be ob- 
tained by assessing every member of the Massachu- 
setts Medical Society who had not had the privilege 
of serving with the armed forces, because of age, dis- 
ability or another reason, $10, with the opportunity of 
contributing more if he so desired. I think we could 
easily get $50,000 to start with, and if we needed more 
we have a backlog of over $200,000. Why does the 
Massachusetts Medical Society need $200,000 in bonds? 
That is something which has been a source of worry 
to me all year long. We have done nothing with it. 
It has just been invested. There must be something 
constructive we can do with the money instead of 
having it lie in our treasury. 


Dr. Schadt moved that the incoming President, 
Dr. Roger I. Lee, appoint a committee of fifteen 
to study the desirability and feasibility of such a 
plan and to submit reports of progress at the Oc- 
tober and February meetings of the Council and a 
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final report at the annual meeting in May, 1944. 
This motion was seconded by Dr. William B. 
Breed, and it was so ordered by vote of the Coun- 
cil. 

Dr. Leavitt read the following obituary: 

Dr. Hanford Carvell, a member of the Council 
from the Essex South District, died on February 15, 
1943, at the age of sixty-seven. 

Born in Marysville, New Brunswick, Dr. Carvell re- 
ceived his degree from the Baltimore Medical School 
in 1910. He was a member of the American Medical 
Association. 

His widow, two daughters and a brother sur- 
vive him. 


Dr. Leavitt asked the councilors to stand in 
silence one minute in tribute to the memory of 
Dr. Carvell. The councilors complied with the 
request. 

Dr. Schadt resumed the chair. 

Dr. Donald Munro, Suffolk, moved that the 
following amendments to the by-laws of the Mass- 
achusetts Medical Society be adopted: 

That Chapter IV, Section 4, of the by-laws of the 
Massachusetts Medical Society be amended by striking 
out the word “stated” and inserting the word “an- 
nual” and deletion of the words “in February.” 

That Chapter VI, Section 5, of the by-laws of the 
Massachusetts Medical Society be amended by striking 


out the word “February,” as it appears at the top of 
page 21, and inserting in its place the word “annual.” 


This motion was seconded by a councilor, 


Dr. Munro explained that the purpose of these 
amendments was to allow the Auditing Commit- 
tee sufficient time to do the job that it was sup- 
posed to do under the by-laws. The motion was 
adopted by vote of the Council. 

The President announced that these amend- 
ments will be offered at the annual meeting of the 
Society in 1944 and that they will not be effec- 
tive until favorably acted on by that body. 

Dr. Munro moved the adoption of the following 
motion: 

That the Committee on Publications be empowered 
to offer to the Navy Department 100 free one-year 
subscriptions to the Journal, to be distributed as the 
Navy may decide. 


This motion was seconded by a councilor. 


In connection with this motion, Dr. Munro said 
that he was offering it at the request of Dr. John 
Fallon, who was ill and consequently could not 


_be present. He added that he personally favored 


the motion. He said that he had been informed 
by the editors of the Journal that the adoption of 
this motion would add but five cents to the cost of 
the Journal for each member per year. He em- 
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phasized how profitable this would be to the 
Journal from the standpoint of advertising. 

Dr. Fitz asked if this had been discussed by the 
Executive Committee. Dr. Schadt replied in the 
affirmative and added that the committee had 
voted against it. Dr. Channing Frothingham, 
Suffolk, called upon the Council to reverse the 
action of the Executive Committee. 

Dr. Richard M. Smith, Suffolk, favored the mo- 
tion. He thought from a business point of view 
it was a good thing to do. He stressed the point 
that he was speaking as an individual and not 
as a representative of the Committee on Publica- 
tions. Dr. Frank R. Ober favored the motion, as 
did Dr. William B. Breed, Dr. Peirce H. Leavitt 
and Dr. Donald Munro. 

Dr. Carl Bearse, Norfolk, said that this matter 
had been given very careful consideration by the 
Executive Committee and that he thought the 
Council should back up this committee’s stand. 


Dr. Fitz moved that the motion be tabled and 
referred once more to the Executive Committee. 
This motion was seconded by a councilor, and 
it was so ordered by vote of the Council. 

The chair recognized Dr. James P. O'Hare, 
Suffolk. Dr. O’Hare read a letter from Mr. John 
M. Deely, district rationing officer, which is as 
follows: 

Owing to the problems that have arisen in the 
administration of the food-rationing program, we 
find need of a board of advisors as relating to spe- 
cial diets certified by physicians. 

We should deeply appreciate it if the Council of the 
Massachusetts Medical Society would appoint a com- 
mittee to assist the state director of food rationing to 
furnish specific help in formulating a state-wide policy 
and to pass on doctor’s certificates, and to serve as a 
review committee for unusual cases. 


Dr. O'Hare said that many physicians have at- 
tempted to help their patients obtain more fuel 
oil and gasoline than is ordinarily allowed. The 
problem of food, he added, will be solved by a 
special federal committee that is now working on 
this subject. In the meantime the regional di- 
rector needs help now to solve immediate and 
pressing problems. Dr. O'Hare moved that the 
President appoint a committee of three to assist, 
by advice, the regional rationing board in the 
problem relating to the special feeding of the sick. 
This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 

Dr. Maurice Fremont-Smith, Suffolk, was rec- 
ognized by the chair. He moved “that the Presi- 
dent appoint a committee of whatever number 
he chooses to gather facts on this situation and 
make a recommendation to the Council.” In of- 
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fering this motion Dr. Fremont-Smith spoke as 
follows: 


Last year the by-laws of the Society were amended 
so that no foreign physicians coming to this country 
could get into the Society until after five years in 
this country. This is no time to go into any discus. 
sion. I think there are very good reasons for the So- 
ciety having taken some action to protect its members 
against an influx of foreign physicians, many or some 
of whom were undesirable and many of whom did 
not know our methods of practice. On the other 
hand, there is a considerable body of men in the So 
ciety who believe that the Society has done itself no 
honor by putting this by-law on the book; in fact, 
we believe that the Society has opened itself to the 
criticism that it is looking after its own interests 
rather than those of the public welfare and that it is 
acting like a medical trust. I know this was not 
the intention of the Society. There are some argu- 
ments against this by-law — whether we should treat 
all men who come from Europe as one group. | 
think that that shows little confidence in our local se- 
lection boards and in our general election board. | 
shall not carry this any farther. 


Dr. Fremont-Smith’s motion was not seconded. 


At this point Dr. Schadt introduced the newly 
elected officers amidst great applause. These off- 
cers responded briefly. 

The President announced that on Tuesday 
morning, May 25, 1943, at 9:00 a.m., the scientific 
sessions of the one hundred and sixty-second an- 
nual meeting of the Massachusetts Medical So- 
ciety would begin. 


It was regularly moved and seconded that the 
Council adjourn. It was so ordered by vote of 
the Council at 12:00 m. 


Micuart A. Ticue, Secretary 
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ATTENDANCE 

BARNSTABLE C. C. Tripp 

W. D. Kinney Henry Wardle 
BERKSHIRE Essex Nortu 

I. S. F. Dodd E. S. Bagnall 

Solomon Schwager R. V. Baketel 

P. J. Sullivan H. R. Kurth 

P. J. Look 

BristoL NortH R. C. Norris 

W. H. Allen G. L. Richardson 

J. H. Brewster F. W. Snow 


R. M. Chambers 


J. L. Murphy Essex SouTu 
H. A. Boyle 
BristoL SouTH C. L. Curtis 
G. W. Blood R. E. Foss 
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APPENDIX NO. 2 


STATEMENT OF Dr. Harotp R. Kurtu 


I wish to draw your attention to a matter which 
presented itself to the local membership committee of 
the Essex North District Medical Society. This matter 
arose in the course of the examination of one of its 
applicants for membership in the Massachusetts Medi- 
cal Society just previous to the last censors’ meeting. 
Having presented the facts in this case, I should like 
to call on the members of the Council for a sense-of- 
the-meeting vote. 


An applicant, who is a graduate of the University 
of Kansas City Medical School in 1932, licensed to 
practice medicine in Massachusetts in 1937, applied, 
on July 17, 1942, for admission to the Massachusetts 
Medical Society. His application was sponsored by a 
reputable member of the profession in his community, 
and forwarded to the district secretary, together with 
six letters of recommendation from colleagues of high 
professional standing in this district. The Essex North 
local membership committee met, examined and inter- 
rogated the applicant very closely and, as a result of 
that examination and close interrogation, was of the 
unanimous opinion that he should be recommended 
for fellowship in the Society. I might state here and 
now that the local membership committee of Essex 
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North takes its work very seriously and investigates 
all applicants, particularly those of unapproved or 
foreign schools. Unless they meet its unqualified ap- 
proval the committee does not hesitate to refuse their 
applications for membership in the Society. This has 
been amply demonstrated in the past by the number 
of applicants who have been refused fellowship in the 
Society. 

The chairman of the central committee on member- 
ship was duly notified by the secretary that “it is the 
unanimous opinion of this committee, after due inves- 
tigation, and close interrogation, that the applicant be 
recommended for feliowship in the Society.” The lo- 
cal membership committee was somewhat surprised 
when it received word that the central committee on 
membership did not approve the application, in spite 
of the fact that it had been unanimously endorsed 
by the local committee. The reasons given by the 
chairman of the central committee were that his “ed- 
ucational qualifications were rather dubious.” The lo- 
cal committee maintains that it already fully realized 
that situation, but felt, nevertheless, that it was in a 
better position to pass judgment on the man’s qualifi- 
cations for membership than was a group of men who 
in all probability did not know him at all. Further- 
more, the local committee felt that his “educational 
qualifications” would be no different in two years than 
they were at the present time! 

The second reason given by the central committee 
was “that the local committee was not particularly en- 
thusiastic” and that “his recommending letters were 
not particularly informative.” The local committee, 
in answer to this criticism, states that it feels that it is 
not necessary for the local committee to eulogize its 
applicants, and that when the local committee unani- 
mously approves an applicant for fellowship in the 
Society, it means exactly that, and nothing else. The 
recommending letters of the applicant were honest 
expressions of opinions of physicians of high standing 
in his district, and due emphasis should be placed on 
these letters of recommendation. 

The third criticism as stated by the chairman of the 
central committee was that it was of the “greatest im- 
portance” that the district membership committee 
should show “that the district society wants that appli- 
cant as a member.” To this criticism the local com- 
mittee replies that the Massachusetts Medical Society is 
representative of the highest standard of medical 
practice and medical ethics, and is the organization 
with which all physicians aspire to become identified. 
Therefore the applicant seeks the Society, and not the 
Society the applicant! 

The purpose in presenting this matter to you is that 
it was felt by the Essex North local committee that it 
had spent a great deal of time in investigating this 
man’s qualifications; it had spent almost an hour in 
interviewing this man and, as a result, had unanimous- 
ly approved his application. Yet in spite of all this 
work, and in spite of the fact that this man was en- 
dorsed by a group of men for whom the local mem- 
bership committee has the highest regard, his ap- 
plication was rejected by the central committee for the 
reasons which have been discussed above. It is felt 
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by the local committee that if the opinion of the Jocal 
committees in general is to be upset by the central 
committee for such inadequate and unsubstantial 
reasons, that the function of the local committees will 
become purely superfluous in character. When Dr 
John Monks, of the Suffolk District, introduced the 
change in the by-laws with reference to application 
for fellowship in the Massachusetts Medical Society 
at the special meeting held on April 9, 1941, he stated, 
in speaking of the local committee, as follows: ; 


The Committee on Medical Education and Medi- 
cal Diplomas has sensed for a long time how help. 
less it was in obtaining adequate information on 
which to determine the desirability of candidates for 
fellowship; this point has already been discussed 
more fully in the formal report. It is believed that 
a local board will be in every way better fitted to 
obtain this information than the central commit. 
tee. The number of men on the board is small, 
they are already in positions of responsibility in 
their local society, and two of the three are already 
members of the board of censors, which eventually 
will examine those candidates finally approved. 
Further, it is very definitely felt that in the case of 
graduates of unrecognized schools the essential re- 
sponsibility of whether or not they should be ad- 
mitted to membership in the local society should lie 
with their own nearby colleagues, not with those 


farther afield. 


He furthermore stated, “The central committee shall 
take the responsibility of seeing that on the one hand 
undue pressure has not been brought to bear on the 
local board to recommend for approval an undesirable 
applicant, nor, on the other hand, that unwarranted 
local prejudice bar from approval a desirable appli- 
cant.” It does seem, then, that the responsibility for 
recommending or turning down applicants for fellow- 
ship should rest with the local committee, under the 
supervision of the central committee. I might state 
furthermore, that this was the opinion in the minds of 
Dr. J. H. Blaisdell’s by-laws committee in reviewing 
the mechanism for application for fellowship in the 
Society. It is the feeling of the local membership com- 
mittee of Essex North that the principles, as ex- 
pressed by Dr. Monks’s and Dr. Blaisdell’s commit- 
tees, have been disregarded in this case, and that should 
this policy be continued, the important work of local 
committees will be jeopardized and must eventually be- 
come purely superfluous. 

We have brought this matter to the attention of the 
Council because we are firmly convinced that the 
present by-laws for application for membership to the 
Massachusetts Medical Society are adequate and de- 
sirable. An applicant is tried, and approved by his col- 
leagues, who are in an excellent position to know the 
type of professional ethics which this applicant practices 
far better than a group of men who in all probability 
know nothing of the applicant at all! It is hoped 
that the principles expressed by Dr. Monks will con- 
tinue to dominate the endorsement of all new appli 
cants to the Society. 
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APPENDIX NO. 3 


Report oF THE Executive COMMITTEE TO THE ANNUAL 
MEETING OF THE COUNCIL 


May 24, 1943 


The Executive Commuttee of the Council has just 
finished the second year of its existence. During most 
of this time our country has been at war. When the 
enemy struck at Pearl Harbor, the committee had just 
about completed its organization. The echoes of this 
attack had scarcely died when in your name it pledged 
the skills and treasures of the Massachusetts Medical So- 
ciety and, if necessary, the lives of its members to the 
President of the United States in what lay ahead. Pur- 
suant to that pledge, our organization has been called 
on to make, almost overnight, many most important 
decisions. Fortuitous then was the circumstance which 
provided the machinery whereby this was made _pos- 
sible. The committee would have me say to you how 
greatly it appreciates this privilege of speaking in your 
name. 

The Executive Committee on May 14, 1943, held a 
five-hour session. 

It retired, on the recommendation of the Committee 
on Membership, the following fellows as of January 1, 
1943, under the provisions of Chapter I, Section 5, of the 
by-laws: 


E. Stanley Abbot, Wayland 

Alice H. Bassett, Boston 

William G. Brooks, Boston 
Charles C. Carroll, Belmont 
Frederick W. Colburn, Hyde Park 
Frank E. Draper, Framingham 
Joseph L. Goodale, Ipswich 

James J. Goodwin, Clinton 

Merton L. Griswold, Uxbridge 
Byam Hollings, Boston 

William F. Patterson, Medford 
Warren D. Ruston, Rockport 
Charles J. Smyser, New Wilmington, Pa. 
Frederick W. Stuart, Dorchester 
Edwin P. Tripp, Falmouth 

Ralph R. Young, Jamaica Plain 


It allowed the following fellows to resign as of Janu- 
ary |, 1943, under the provisions of Chapter I, Section 7, 
of the by-laws: 


Francis M. Amaral, Point Loma, California 
Joseph E. Canby, Hartford, Connecticut 
Frances Cottington, New York City 

Mitchell Gratwick, Tarrytown, New York 

S. Harvard Kaufman, Pittsburgh, Pennsylvania 
Nels A. Nelson, Baltimore, Maryland 

Purcell G. Schube, Pasadena, California 

Joseph C. Stammers, New York City 

Mary Frances Vastine, Philadelphia, Pennsylvania 
William D. Wheeler, Brookline 

Lester R. Whitaker, Augusta, Georgia 

John C. Whitehorn, Baltimore, Maryland 


It allowed the following named fellows to change 
their membership from one distfict to another without 
change of legal residence under the provisions of Chapter 
III, Section 3, of the by-laws: 


Louis K. Diamond, Brookline (Norfolk to Suffolk) 
Franc D. Ingraham, Brookline (Norfolk to Suffolk) 
Joseph F. Ross, Brookline (Norfolk to Suffolk) 
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It readmitted the following named fellows who had 
resigned while in good standing under the provisions of 
Chapter I, Section 10, of the by-laws: 

Attilio Canzanelli, Boston 

Arthur H. Crosbie, Boston 

Henry L. Hirsch, Springfield 

Elie J. La Liberte, Springfield 


It readmitted the following named fellows, who had 
been deprived of membership for the nonpayment of dues, 
provided all their obligations to the Society are dis- 
charged within one month: 


A. Walter Ciani, Boston 
Patrick H. Walsh, Fall River 


It remitted the dues, including those of 1943, of the 
following named fellows who are ill and incapacitated, 
under the provisions of Chapter I, Section 6, of the by- 
laws: 


Franklin E. Campbell, West Medford 
Harry H. Flagg, Charlestown 

Edwards W. Herman, Lincoln 

Florence H. Knowlton, Placentia, California 
Bernard L. Plouffe, Webster 

Joseph A. Ruel, Haverhill 

Alpha R. Sawyer, Chestnut Hill 

R. M. Shukle, Boston 

William J. Sweeney, Wakefield 

Ruth Weissman, Jamaica Plain 


It deprived of fellowship, for the nonpayment of dues, 
the following named fellows under the provisions of 
Chapter I, Section 8, of the by-laws: 


Gertrude W. Baldwin, Boston 

Chester P. Brown, Swampscott 

J. Lawrence Campbell, Denver, Colorado 

Italia M. D’Argenis, Worcester 

Howard T. Fiedler, Philadelphia, Pennsylvania 
Grace E. Gillis, North Haven, Connecticut 
Max Ginsberg, Salem 

Ruth K. Jens, Brooklyn, New York 

John J. Kerrigan, Fall River 

Morris A. Silberg, Roxbury 

Joseph A. Smith, Athol 

Elizabeth A. Sullivan, Cambridge 
Frederick C. Warnshuis, Windsor, Ontario 
Richard S. Woodruff, Pittsfield 


The committee, in conference with the Committee on 
Membership, under a directive of the Council given on 
February 3, 1943, reviewed the matter which had to do 
with the remission of dues of those members who had 
entered the United States Army, Navy or Public Health 
Service and offers the following recommendation: 


Fellows of the Massachusetts Medical Society shall 
not be required to pay further dues during their pe- 
riod of active service in the U. S. Army, Navy or 
Public Health Service. Those so requesting may re- 
ceive the New England Journal of Medicine upon re- 
quest and payment of a $4.00 subscription fee. ; 

The above does not apply to fellows going into 
active military service during the first year of fellow- 
ship in the Society. 


The committee reviewed the report of the Committee 


on Membership in regard to the matter of establishing a 
junior membership in the Massachusetts Medical Society 
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and approves the report and its conclusions. This re- 
port will be offered by the Committee on Membership 


later in this meeting. 


The Council referred, on February 3, 1943, to the 


Executive Committee four recommendations offered by 
the Auditing Committee of 1943: 


That the investment of the Society’s funds should 
be under the direction of a professional investment 
company. 

That the report of the accountant should be more 
complete and include a list of investment transac- 
tions. 

That the latter should include a statement that the 
report of the fiscal year is reconciled with the report 
of the preceding year. 

That the duties of the Auditing Committee be 
turned over to a businessman trained as a bank exam- 
iner. 


The officers of the Society, in connection with the 


first recommendation, engaged in certain preliminary 
conversations with Mr. R. H. Loomis, of the investment- 
counsel firm of Loomis—Sayles and Company, 140 Fed- 
eral Street, Boston. The investment portfolio of the 
Massachusetts Medical Society was analyzed by Mr. 
Loomis, and a summary of this analysis is now pre- 
sented. 


Dr. Michael A. Tighe, Secretary 
The Massachusetts Medical Society 
8 Fenway 

Boston, Massachusetts 


Dear Dr. Tighe: 


It was a pleasure to meet with you and your asso- 
ciates last month and go over the financial problems 
of the Massachusetts Medical Society. Since that time 
I have been given the opportunity of going over the 
present portfolio of the Society with the idea of noting 
possibilities of improvement of execution or any step 
that could be considered for better performance. I am 
advised that you are considering the employment of 
investment counsel for help in this matter. In going 
over the report I have had in mind what effect the 
employment of such counsel might have on the port- 
folio. 

It would appear that Dr. Butler’s administration was 
a very conservative one and succeeded in the main 
in maintaining dollar value. It is probable that dur- 
ing the particular period in which he operated this 
was, in the main, a proper objective, and personally 
I believe he did an exceedingly good job in a diffi- 
cult period. To be sure he paid for it somewhat in 
increased work and in a very much reduced income. 
Nevertheless, his main objective was accomplished. 

Without including the three or four purchases 
made a few weeks ago in the total tabulation, the 
account totals approximately $228,000. There are 
eighty-one separate items averaging less than $3000 
each. It is easy to see how this was brought about 
when one considers the specific method used. How- 
ever, I would say that there should be no need of so 
many items, particularly if one is going to deal ex- 
clusively in AAA securities. The accompanying ta- 


ble gives an analysis of the securities in the portfolio 
by type of security: 





PERCENT- Percent. 
PRINCIPAL AGE OF INCOME AGE 
PRINCIPAL Yiew 
Cash: 

Savings banks.... $6,380 3.0 $118 1.85 
a a Er : 20,464 9.0 - < 

Note (Boston Medical 
Library). <4... 19,000 8.5 570 3.00 

U. S. Government 

bonds: 

Shore 067M ...<.: 14,566 6.5 366 2.52 
Medium term..... 12,458 $3 265 2.13 
Long term ...... 3,015 15 75 2.49 
Short-term bonds.... 36,244 15.5 997 2.75 
Medium-term bonds 31,943 14.0 1,352 4.24 
Long-term bonds..... 46,317 20.0 1,671 3.61 
Preterred stocks ; 3,450 1.5 143 4.15 
Annuity policy....... 9,167 4.0 183 2.00 
Demand loan cneeel 25,000 11.0 ~ ° 
$228,004 100.0 $5,740 2.52 


You will note that the yield is 2.52 per cent. If 
you subtract the demand loan of $25,000, which draws 
no income, the yield on the fund then would be only 
2.82 per cent. This is an exceedingly low, in fact 
an unnecessarily low, rate of return. I would like 
to point out that if you should consider following 
these methods of investment it would be more sensi- 
ble for you to invest the entire fund in three or four 
issues of Government bonds, which would average 
nearly as good a return as you are now getting. If 
you had only three or four Government issues they 
would require practically no attention and probably a 
much smaller safe deposit box. There would be scarce- 
ly any bookkeeping and practically no cutting of cov- 
pons. By raising the yield of the total fund to 4 per 
cent, which certainly is not an unduly high rate, you 
could very considerably increase.the income return to 
the Society, and at the same time pay an investment. 
counsel fee. In other words, I can see an opportunity 
in this particular fund of, first, lessening the amount 
of work that your treasurer would have to do by cut 
ting down the number of necessary issues and, sec- 
ondly, of so increasing the yield on the fund as a whole 
as to provide greater income to the Society and at the 
same time pay an investment-counsel fee. 

In advising you to seek a higher rate of return | 
do not want to convey the idea that I believe in sub- 
jecting the portfolio to undue risk. I believe that the 
fund as a whole should be conservatively managed 
and that, by all means, maintenance of principal 
should be your most important objective. In these 
days when inflationary factors are so rampant, I be- 
lieve that your board should give consideration to 
the question as to whether or not you wish to any 
degree to try to protect your funds from a declining 
dollar value. In other words, it would appear that it 
might be highly desirable for you to attempt to mait- 
tain the purchasing power of the income of the fund. 
Thus far, in the operation of the fund this has not been 
attempted in the least, and perhaps it has been just as 
well that this policy has been maintained up to this 
time. On the other hand, it would appear that the 
element of inflation is strong enough to provide 4 
proper basis for attempting in some small way # 
least to protect the funds against the ravages of in- 
flation and a declining dollar. 

From the above table you will note that 42" per 
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cent of the total fund is in cash or short-term funds. 
For maintenance of principal this may have been a 
proper proportion, but it has been paid for by an ex- 
tremely low rate of return. It is questionable if the 
nature of your financial problems is such as to re- 
quire such a large proportion of your funds in such 
near-cash securities. 

I am not going to itemize the entire eighty-one 
issues because of the fact that they are so homogeneous 
in quality. They are all, with the exception of not 
more than half a dozen issues, of a very high grade 
as can easily be seen from a consideration of their 
prices and also from their yield. It is noticeable also 
in the list that there are a good many very high-grade 
municipal bonds. These municipal bonds carry a tax- 
free feature which is highly desirable to an individual 
having a high income and, therefore, a high tax 
bracket. In view of the fact that your society, how- 
ever, is not operated for profit you are not subjected 
to taxes in any case and, therefore, in purchasing 
municipal bonds you are buying something that you 
really do not need. Nevertheless, you have to pay for 
it for the reason that such bonds are increased in price 
by the peculiar demand on the part of certain in- 
dividuals. As indicated, you have no such demand 
and, therefore, I would point out that such securities 
are really not suited to your purposes. 

In operating this account it would be desirable to 
know what the nature of your budget expenditures 
are. It would be helpful to know what you consider 
essential as a checking balance for such expenditures. 

Now in regard to our services that might be ren- 
dered to the Society. We would assign a competent 
consultant wko would have charge of this account in 
the office and who would constantly be in touch with 
Dr. Hubbard in regard to any possible sales, pur- 
chases or shifts in the account. The consultant would 
have available the entire work of our research depart- 
ment, consisting of approximately forty-five people. 
The consultant would take the initiative in getting in 
touch with Dr. Hubbard although, of course, Dr. 
Hubbard would have available at all times the op- 
portunity of consulting directly with the consultant 
himself. Our research department has groups that 
are dealing with industrial securities, utilities, rail- 
roads, bank and insurance stocks and municipals, and 
also it has men who are following the course of money 
rates, governmental expenditures, and the course of 
industrial and agricultural prices. In recommend- 
ing purchases and sales the consultant always gives 
reasons for the suggested action. It would be impor- 
tant for us to deal with one man, and I understand 
that Dr. Hubbard has the necessary power to proceed. 
I speak of this particularly because I do not believe 
that we could be of as much assistance if it were es- 
sential to deal with a committee. We have had con- 
siderable experience along this line and we have al- 
ways found that the results are clearly better if we 
can obtain action easily and quickly, and this can 
usually only be done in dealing with one person. I 
mention this because upon it depends a great deal the 
success of any possible assistance we might give you. 
I am enclosing two copies of our usual contract. The 
fees which you will note on the bottom of the con- 
tract are as follows: annual fee, a rate of 0.5 per cent 
on the first $300,000, with 0.4 per cent on additional 


capital. 


MASSACHUSETTS MEDICAL SOCIETY 73. 


Other questions concerning our services may occur 
to you. I shall be very glad indeed to answer any 
questions which may come up. In the case of the 
Massachusetts Medical Society, I feel certain that 
through the years the fund would be greatly benefited 
from the application of professional investment counsel. 
We would be very glad to serve you. 

Thanking you for this opportunity, I am 

Sincerely yours, 
R. H. Loomis 


The committee recommends the employment of in- 
vestment counsel. In offering this recommendation | 
am directed by the committee to make clear that it does 
not intend to commit the Society to just one type of in- 
vestment counsel. The type supplied by banks should 
likewise be looked into. 

The committee in connection with the second recom- 
mendation took notice of Chapter IV, Section 4, of the 
by-laws, which reads as follows: 


The Council shall elect at the stated meeting in Oc- 
tober, on nomination by the President or from the 
floor, the Auditing Committee, composed of two fel- 
lows who are not councilors. 

This committee following the close of the fiscal 
year, shall require by a certified public accountant 
an examination of the assets and securities of the So- 
ciety in the custody of the Treasurer, and of the Treas- 
urer’s books and accounts. 

This committee shall verify the accountant’s ex- 
amination and report its findings at the stated meet- 
ing of the Council in February. 


It is the opinion of the committee that, by this section, 
auditing committees are provided with full authority to 
insist on the matter set forth in this recommendation. 
It is furthermore the opinion of the committee that au- 
diting committees should so insist. 

In the debate which attended this subject, it was brought 
out by Dr. Eliot Hubbard, Jr., treasurer pro tempore, that 
usually the books of the Society could not be closed be- 
fore January 20. Dr. Francis C. Hall, chairman of the 
Auditing Committee of 1943, emphasized the fact that 
this being so the time intervening between this date and 
the February meeting of the Council was too short to en- 
able an auditing committee to do the right kind of job. 

The committee with this in mind, under the heading of 
new business, will offer such amendments to the by-laws 
as will provide that the Treasurer’s and Auditing Com- 
mittee’s reports shall be offered to the Council at the 
annual meeting instead of the February meeting. 

It was the judgment of the committee that the last two 
recommendations were covered by the action taken in re- 
gard to the first two. 

The Council on February 3, 1943, referred to the Exec- 
utive Committee a recommendation offered by the Com- 
mittee to Aid the Boston Medical Library. This recom- 
mendation would have the Massachusetts Medical Society 
turn over to the Boston Medical Library the earnings of 
the Society’s Building Fund. Under this directive the 
committee was ordered “to give this matter the attention 
and study which it deserves and that its report be given 
at least twenty days before the annual meeting if it is pos- 
sible to do so.” The committee has complied with this 
order and its recommendations accompanied the call of 
this meeting. They are as follows: 
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That the Massachusetts Medical Society acquire the 
space now occupied by the Journal of Bone and Joint 
Surgery. 

That the Massachusetts Medical Society pay to the 
Boston Medical Library as rent a sum of money, up to 
$6500 per annum, for its quarters thus enlarged. 


The committee in arriving at its conclusions in this 
matter took notice that the history of this organization 
contains many references as to the desirability of a per- 
manent home. It noted that in 1928 a drive for funds 
for this purpose was conducted and that a sum of $18,000 
was realized. It noted also that in 1929 a joint drive 
for funds was conducted by the Boston Medical Library 
and the Massachusetts Medical Society and that the sum 
of $180,000 was raised, one sixth of which, or $30,000, 
was allocated to the Massachusetts Medical Society as 
its share. 

In 1931 the Massachusetts Medical Society loaned, from 
this fund, to the Boston Medical Library $24,703.29 from 
which it received 444 per cent yearly up through 1939. 
The principal on this loan has been reduced, so that today 
it stands at $19,000. In 1940 the interest rate was reduced 
to 3 per cent. 

The Society’s Building Fund as it stands as of Decem- 
ber 31, 1942, is $63,991.80 — the sum of these original 
amounts raised plus their earnings over the years. 

The committee, in its investigations, noted a vote which 
was passed by the Council’ in June, 1929, which reads 
as follows: 

Articte I. All moneys or other funds received by 
the Society for the purpose of obtaining and maintain- 
ing a building for headquarters for the Society shall be 
kept by the Treasurer in a separate fund known as 
the “Building Fund.” 

Articte II. Any interest obtained from the invest- 
ment of said funds may be used as a whole or in part 
to pay rental for quarters to be used by the Society for 
central activities. 

Articte III. Any interest obtained from the invest- 
ment of said funds and not used to pay rental as 
specified in Article II shall be added to the principal 
of the “Building Fund.” 

Articte IV. The principal of said funds may be ex- 
pended only to acquire real property to which the 
Society shall hold title. 


The committee is of the opinion that this vote, while 
it continues to stand, precludes the possibility of using 
the earnings of the building fund as a gift. 

In arriving at its recommendations in this matter, the 
committee calls to the attention of the Council the avail- 
ability, without extra charge, of John Ware Hall, Sprague 
Hall, the Prince Room and the Supper Room for the 
activities of the Society, and the ever-increasing use which 
is being made of these facilities. It points out how im- 
portant it is that the offices of the Journal be contiguous 
to the library itself. It finds some disposition to regard 
the present headquarters as a permanent home provided 
additional office space is made available for the use of the 
Society in its attempt to better serve its membership. Such 
are some of the conclusions which have influenced the 
committee in presenting these recommendations. 

In connection with these recommendations, may I read 
a letter from Dr. William C. Quinby, which came too 
late to be considered by the Executive Committee but 
which is presented at the direction of the President. 
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To the Council of the Massachusetts Medical Society: 

The Boston Medical Library through its Board of 
Trustees has directed me as treasurer to bring to your 
attention the matter of the facilities which the Library 
furnishes the Massachusetts Medical Society and the 
present need for a readjustment of the terms of the 
agreement now existing between them. 

The desire of the Society for more space having 
been noted, the Library, to this end, has available the 
space now used by the Journal of Bone and Joint Sur. 
gery, consisting of a sizable room on the front of the 
building and a smaller office across the hall. With 
the addition of these rooms the Society will have at 
its disposal all the space to the right of the entrance 
hall on the first floor of the Library building. 

In addition to space under permanent occupancy by 
the Society it is important to point out that the facili- 
ties of Ware Hall, Sprague Hall, the Prince Room 
and the Supper Room, will be, as in the past, at the 
command of the Society for those of its meetings 
as need such accommodation. Also, one half the 
space in the Library’s fireproof vault is reserved 
for the use of the Society. 

For these facilities the Library will charge the Mas- 
sachusetts Medical Society the sum of $6500 (sixty- 
five hundred dollars) as annual rental. 

A suggested form of agreement is appended. 

Wo. C. Quinsy, Treasurer 
Boston Medical Library 


The committee reviewed and approved the report of 
the Committee on Medical Defense and that of the 
Committee on Expert Testimony and approved both. 

The committee commends the report of the Committee 
on Public Relations to the attention of the Council. 

The Council, on February 3, 1943, referred the matter 
of supplying the armed forces with the Journal to a 
joint conference between the committee and the editors 
of the Journal. Dr. Nye reported that the Army had 
already approved of a plan to subscribe to the Journal, 
placing a copy in every Army hospital of twenty-five beds 
or over. He further reported that this will amount to 
between 450 and 500 subscriptions. He added that the 
Navy could use 100 copies. The cost to the Society of 
the latter would be about $400. A motion to send 100 
copies to the Navy free was defeated. 

The Executive Committee, on February 3, 1943, was 
directed by the Council to consider some method of at- 
tendance that would cause councilors to remain until the 
business of the Council is completed. The committee 
in this connection recommends that the stated mectings 
of the Council, other than the annual meeting, convene 
at 10:00 a.m. and, while there is any business to trans- 
act, do not adjourn for lunch until 2:00 p.m. 

The committee acknowledges the receipt of a com- 
munication from Dr. Charles F. Wilinsky et al. of the 
staff of the Beth Israel Hospital. With the communica- 
tion is included a protocol governing a plan for the care 
of the practices of such members of its staff as have or 
will enter the armed forces. The communication seeks 
the approval of the Massachusetts Medical Society. The 
committee recommends that this matter be referred to 
the War Participation Committee and that this commit 
tee report on this matter at the next meeting of the 
Executive Committee. 
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The committee, taking notice of the growing impor- 
tance of anesthesia and the wisdom of encouraging in 
every way possible those who are engaged in its de- 
velopment, recommends that the Committee on Arrange- 
ments be instructed to provide for an exhibit and a lunch- 
eon meeting on anesthesia and for the suitable advertis- 
ing of this exhibit and meeting in the annual meetings 
of the Society. 

The committee received a letter from the National 
Conference on Medical Service, including a resolution 
which this body proposes to have offered in the House of 
Delegates of the American Medical Association at its 
meeting next month, 

Investigation has shown that this conference springs 
largely from the Middle West. It could seem to be a 
bit dissatished with the scope of the activities of the 
Bureau of Medical Economics of the American Medical 
Association. It would substitute for this bureau a com- 
mittee on medical service to be made up of the presi- 
dent of the American Medical Association ex-officio, the 
immediate past-president of the American Medical As- 
sociation, the secretary of the American Medical Asso- 
ciation, ex-officio, a member of the Board of Trustees of 
the American Medical Association, designated and se- 
lected by the Board of Trustees, and one member of the 
American Medical Association elected as hereinafter pro- 
vided from each of the following nine geographical sub- 
divisions of the United States: 


East Nortu 


New ENGLAND Mippi_e ATLANTIC CENTRAL 
Maine New York Ohio 

New Hampshire Pennsylvania Indiana 
Vermont New Jersey Illinois 
Massachusetts Michigan 
Rhode Island Wisconsin 
Connecticut 

: East SovtTn : 

SourH ATLANTIC CENTRAL Wesr Sourn CENTRAL 
Delaware Kentucky Arkansas 
Maryland Tennessee Louisiana 
District of Columbia Alabama Oklahema 
Virginia Mississippi Texas 


West Virginia Panama Canal Zone 


North Carolina 


South Carolina 
Georgia 
Florida 
Puerto Rico 
West Norru 

Cowraat, MounrTAIN Paciric 
Minnesota Montana Washington 
lowa Idaho Oregon 
Missouri Wyoming California 
North Dakota Colorado Alaska 
South Dakota New Mexico Hawaii 
Nebraska Arizona Philippines and 
Kansas Utah Pacific Islands 

Nevada 


The resolution provides: 


The members of the House of Delegates from each 
of the foregoing geographical subdivisions of the 
United States shall elect one member of the Ameri- 
can Medical Association to serve on said committee; 
three of said nine members shall serve for one year, 
three shall serve for two years, and three shall serve 
for three years; the respective terms of office of the 
nine members first elected shall be decided by lot and 
thereafter the said terms shall be for three years 
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each; the expiration date for the first one-year term 
shall be at the next ensuing annual session of the 
House of Delegates of the American Medical Associa- 
tion; expiration dates forall terms shall coincide with 
the dates of the regular annual session of the House 
of Delegates of the American Medical Association. 


The resolution defines the duties of such a committee 
under seven headings: 


(1) The making available of scientific facts and data 
and medical opinion with respect to timely and ade. 
quate rendition of medical care to the American 
people. 

(2) To integrate the activities of the Committee 
on Medical Service with respective state and county 
committees on like activities. 


(3) Establish relationships and co-operation with 
other allied groups who are likewise engaged in the 
rendition of medical care, in its various branches, to 
the American people. 


(4) The Committee on Medical Service shall hold 
at least two meetings per year; one shall be held at 
the time and place of the annual meeting of the House 
of Delegates; the other meeting shall be held in the 
City of Washington, D. C., and called at the direction 
of the chairman; and such other meetings as may be 
necessary to be called by the chairman upon the writ- 
ten request of the majority of the committee. 

(5) The committee shall forthwith and annually 
thereafter elect from its own membership a chairman 
and a vice-chairman. 

(6) The Committee on Medical Service shall estab- 
lish and maintain an office in Washington, D. C., and 
shall further be empowered and directed to employ a 
full-time executive director, who shall act as secretary 
of the committee, and, whose duties shall be speci- 
fied by the committee. Such executive director shall 
be a physician who has been actively engaged in the 
private practice of medicine for not less than five 
years during the previous ten years, and furthermore, 
be informed and qualified to act as a liaison represen- 
tative of said committee. 

(7) The Committee on Medical Service is further 
authorized to hire such legal and administrative help 
as is necessary. 

The resolution adds that the work of this committee 
shall be supported by an appropriation from the Ameri- 
can Medical Association of not less than fifty cents and 
not more than one dollar for every member. 

The communication called on us to instruct our dele- 
gates to support the resolution. The Executive Com- 
mittee reports that it has not sufficient knowledge of this 
matter to enable it to recommend that our delegates 
be instructed to either favor or oppose this resolution. 
The committee recommends that the resolution be re- 
ferred to our delegates without prejudice. 

A list of appointments for the year 1943-1944 submit- 
ted by Dr. Roger I. Lee, president-elect, was approved. 
This list will be read by Dr. Lee later in the evening. 


Micnaer A. Tice, Secretary 
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APPENDIX NO. 4 
REPORT OF THE COMMITTEE ON MEMBERSHIP 


The suggestion of the Massachusetts State Committee 
of the Procurement and Assignment Service, of which 
Dr. Reginald Fitz is chairman, is as follows: 

A curious finding has arisen which it seems to me 
deserves consideration. Approximately 1900 Massa- 
chusetts doctors have commissions or have had com- 
missions with honorable discharge in one of the 
branches of the armed forces. Of these 1900, only 
1050 are members of the Massachusetts Medical Socie- 
ty. Of the 850 commissioned officers who are not 
members of the Society, 200 in round numbers are 
substandard school graduates and not necessarily desir- 
able for the Society to worry about. That leaves a 
pool of about 650 young men who represent sort of a 
fioating medical population. 

In this pool are interns, residents, fellows, junior 
teachers in medical schools who come here for two 
to three years and such people. Potentially, in normal 
times, they represent a valuable part of our medical 
population because practically all are engaged in full- 
time work or are active in research or teaching. I 
raise the question as to whether the Society and the 
Boston Medical Library might not make some effort 
to attract men of this type. 

Could we not offer some sort of a junior or tem- 
porary membership to both organizations at a re- 
duced fee, and would it not be worth while for these 
organizations to stir themselves up in order to make 
their work as appealing as possible to men of this 
type? What is your thought on the matter? 


The Committee on Membership initially, on considera- 
tion of the above, was very much in favor of the crea- 
tion of a new form of membership which might be 
called a “junior membership,” rather than a “temporary 
membership” or an “associate membership,” because we 
already have in the Massachusetts Medical Society a 
classification known as “associate fellowship,” an honor- 
ary grouping; but the committee believed the Society 
should know what need of such membership existed, to 
what extent such membership would be utilized in the 
Commonwealth and exactly what privileges and duties 
would accompany such membership. It was thought 
that junior membership must be, at least for the time 
being, confined to physicians who have graduated from 
approved schools only. From oral contact with some 
of the trustees of the Boston Medical Library, it developed 
that a junior membership in both the Massachusetts 
Medical Society and the Boston Medical Library, at a 
reduced fee as suggested by Dr. Fitz, was not feasible 
or workable. Accordingly, the committee has attempted 
to clarify the establishment of junior membership in the 
Massachusetts Medical Society alone and not in com- 
bination with any other organization. 

There can be little doubt that there is a pool of young 
physicians, largely interns and residents in hospitals, 
these physicians not being members of the Society. Your 
committee has attempted to contact such physicians in 
the major Boston hospitals and some of the outlying 
metropolitan hospitals. We have found in our conver 
sations with these groups of men that there was not 
an excitable interest to join the Massachusetts Medical So- 
ciety at this time. The Journal is available to nearly all 
these men. The internship at present allowed by the 
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Government is of one year duration only. The majority 
of men are financially embarrassed. They feel their 
future is so uncertain that they have expressed little or 
no interest in junior membership in the Massachusetts 
Medical Society, irrespective of privileges granted or du- 
ties involved. Hence, the need or the utilization of such 
new form of membership by this particular intern group 
of physicians seems to the committee to be exceedingly 
small. 

In order to clarify the rights, prerogatives and duties 
of such membership, if established, Dr. Fitz and the 
chairman of the committee have communicated with 
Dr. Olin West, secretary of the American Medical Asso. 
ciation, relative particularly to two points, namely, Would 
junior membership in the Massachusetts Medical So. 
ciety, applied to young physicians of. not more than five 
years out of medical school and graduates of approved 
schools carry with it automatically membership in the 
American Medical Association? Would the American 
Medical Association grant its journal or one of its publi- 
cations to such members at any reduced rate under the 
regular subscription fee of $8.00 per year? 

Dr. West has informed us in writing that there are 
intern members in the Chicago Medical Society, who 
have the right to attend meetings only, and that other 
component societies have established junior memberships 
for the benefit of young men who have completed intern 
service and have been licensed to practice but find it 
difficult to pay regular membership dues. There have 
also been established a few associate memberships in 
some state societies, but the number of component so- 
cieties who have established such classification are few. 
To quote from Dr. West: 

My information is to the effect that not any intern 
members or junior members or associate members 
of the kind referred to above are entitled to vote or to 
hold office and that the names of the members of 
those special groups are not reported to the secretary 
of the constituent state medical associations imme- 
diately concerned for enrollment as members of the 
state associations. Associate members of constituent 
state medical associations are not supposed to be re- 
ported to this office for enrollment as members of the 
American Medical Association unless they have all 
the privileges accorded to active members under the 
constitution and by-laws of the individual constituent 
state medical associations immediately concerned. 


Dr. West further states that it is improbable that the 
journal or one of the other American Medical Association 
publications could be furnished to any physicians at less 
than the set cost of $8.00 per year. 

It is therefore clear that junior membership would not 
carry automatically membership in the American Medical 
Association. 

The committee further believes that it would be im- 
possible to establish a junior membership on any finan- 
cial basis less than that commensurate with the cost of 
the Journal. It seems obvious that such membership 
would not allow the holding of office but would carry 
with it attendance and participation in the meetings of 
the Society. 

Bearing in mind the results of its investigations, as 
briefly outlined above, the Committee on Membership 
favors in principle the establishment of a junior mem- 
bership for physician graduates five years or less of ap 
proved medical schools, but does not think that this 
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is the time for the establishment of such new class of 
membership because of unsettled war conditions. 
Haran F. Newton, Chairman 





APPENDIX NO. 5 


Report oF THE MassacHusetts STATE COMMITTEE OF THE 
PROCUREMENT AND ASSIGNMENT SERVICE FOR Puysi- 
CIANS 


The Massachusetts Medical Society may well feel 
proud of the record already made by young Massachu- 
setts doctors in the present war. 

Captain Edward Mozes, of Malden, was in the 
fighting at Guadalcanal. He was a battalion medi- 
cal officer, responsible for collecting the wounded 
of his unit, caring for them as best he could, and 
for evacuating them. The country was hilly, in 
ridges, dipping in and out of steep and treacherous 
ravines, so that all medical equipment and supplies 
had to be carried by hand. The enemy was within 
easy range, pestering our men with machine-gun 
fire, mortars, artillery and sniping. Captain Mozes 
organized his detachment effectively under these cir- 
cumstances, he performed a leg amputation and gave 
plasma to a number of patients in the field, he de- 
veloped a small advanced hospital for the immediate 
treatment of those who developed malaria, and when- 
ever his battalion moved he always was in column 
with his men, ready to handle any emergencies that 
might arise. Clearly, he set an unusually fine exam- 
ple of intelligent and fearless work in very trying 
conditions. 

Lieut. John T. Roach, of Jamaica Plain, was a medi- 
cal officer on the Lexington in the Coral Sea. With 
utter disregard for his own personal safety he treated 
the wounded on his ship and directed the removal 
of casualties from a dark and smoke-filled compart- 
ment frequently shaken by violent explosions. His 
outstanding conduct, his cool courage and his pro- 
fessional skill undoubtedly saved the lives of a 
great many men who must inevitably have perished 
without his assistance. 

In French Morocco, Lieut. Charles P. Roberts, of 
Boston, another naval medical officer, administered 
plasma to a severely wounded soldier under direct 
shell fire and bombing. As in the case of Lieut. 
Roach, he too appeared entirely unconscious of his 
own safety as he carried on his work. 


One reads, with great respect, such reports of the 
gallantry which our young men are displaying; be- 
cause although these isolated episodes happen to have 
been described in the newspapers, they are typical of 
what our medical officers are doing quietly and incon- 
spicuously wherever there is need. 


Hearing that there were a number of wounded 
men lying in front of his Aid Post, this officer went 
forward under heavy shell fire and, regardless of his 
own personal safety, attended to them. By his action 
and bravery the lives of many men were saved. 


This was said in 1918 of one of the present members 
of the Council. It gives a feeling of pride to know that 
our young medical men of ‘today are chips of the old 
block and that they are upholding the traditions of medi- 
cal service which have been passed on to them by their 
seniors, 








Editorials have appeared in the Journal of the Amer- 
can Medical Association and the New England Journal 
of Medicine recently, commenting on the urgent and 
immediate needs for more officers from this part of the 
country. Whether one agrees or disagrees with the 
computations involved is beside the point. The fact 
remains that the Army and Navy are asking for more 
medical officers. 

The 1942 American Medical Directory credits Massa- 
chusetts with 8085 doctors. Of these, the Society claims 
as members 5351. Thus there are two distinct pools 
of medical men in the State— those who belong to the 
Massachusetts Medical Society and those whe do not. 

The latter group comprises 2734 physicians. In this 
pool are young men who are graduates of medical 
schools approved by the Surgeons General but who have 
not applied for admission to the Society, a number of 
graduates of substandard schools who are ineligible for 
membership in the Society under our present by-laws 
but have obtained commissions, a residue of older physi- 
cians for whom the armed forces have no need, and a 
group of younger men who are licensed to practice medi- 
cine in Massachusetts but are not commissionable for a 
variety of reasons. This particular source of medical 
officers is now nearly used up. It appears to have yielded 
1269 officers and cannot be expected to supply many 
more. 

Officers to be commissioned in future, therefore, must 
be derived almost entirely from the ranks of our own 
membership except in the case of the very young men 
who are commissioned as medical students. These men, 
as they complete their internships, will enter the armed 
forces automatically. 

The War Manpower Commission talks in terms of 
ages, grouping doctors under thirty-eight years old in one 
class, those between thirty-eight and forty-five in another, 
those between forty-six and sixty-four in a third, and those 
over sixty-five in a fourth. In a war such as the pres- 
ent, doctors who are most youthful make the most de- 
sirable officers. A sampling of the age of 1900 medical 
officers drawn from Massachusetts shows that 67 per 
cent were under thirty-eight years old, 22 per cent be- 
tween thirty-eight and forty-five, and 11 per cent were 
between forty-six and sixty-four. Another way of say- 
ing this is that in the medical corps of the Army and 
Navy the youngster in his early thirties is encountered 
six times as frequently as is the venerable old man 
of fifty, and three times as often as is the middle-aged 
doctor in his forties. The chances are, too, that, on the 
whole, in warfare the medical man’s usefulness is inverse- 
ly proportional to his years. 

We have in the Massachusetts Medical Society 1269 
(24 per cent) doctors under thirty-eight years of age, 
1128 (21 per cent) who are between thirty-eight and 
forty-five, 2032 (38 per cent) who are between forty- 
six and sixty-four, and 891 (17 per cent) who are more 
than sixty-five. The distribution of age groupings varies 
to a certain extent in the different districts, although 
the general trend is identical; universally among our 
members there are more older men than younger men. 

A graph has been constructed which shows how the 
members of the Society in different age groups have been 
classified by your committee (Fig. 1). Nearly every 
member in the Society has now been labeled “available” 
or “essential,” and in the case of the availables, as being 
in one of the services, as having been rejected as unfit 
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for military service by one of the surgeons general, or as 
still being potentially commissionable. 


The forty-five-to-sixty-four group can be dismissed very 
promptly. Men in this age group who wish to volun- 
teer are likely to do so, and it makes little difference 
to them who wishes to call them essential. On the other 
hand, except in occasional instances, their services are 
unlikely to be more useful in the Army and Navy than 





Ld ESSENTIAL 
REJECTED 


IN SERVICE 


a AVAIL ABLE 






PER CENT 
NOT AVAILABLE 
FOR MILITARY SERVICE 














6568 
OVER 





AGE 


Ficure 1. Analysts of the Membership of the Massachusetts 
Medical Society. 


in civilian life, and neither branch of the service will 
put any pressure on men of this age to join. 

Doctors in the age group between thirty-eight and 
forty-five are more problematical. To be sure, as al- 
ready stated, they are likely to be less useful, by and 
large, than Younger men, but on the other hand, they 
still can make very desirable officers. They are apt to 
find it a difficult matter to uproot themselves from ci- 
vilian life for they are well established. Many are quali- 
fied specialists. One of the important pieces of work to 
be done will be to analyze each of the availables in the 
group in our membership with a view of determining 
how many and which ones should be encouraged to 
volunteer. 

The youngest age group, those doctors under thirty- 
eight years old, are the ones most keenly sought by both 
Army and Navy. The majority of doctors from Mas- 
sachusetts who enter the Army or Navy during the next 
few months should come from it, and it is here that 
are encountered many perplexing probiems. Here are 
men who have been called essential and, whether jus- 
tifiably or not, may require investigation. Here, in any 
city or town, is the residue of available men who appear 
to become increasingly essential as time goes on, where- 
as had they obtained commissions earlier nobody would 
have noticed their absence. Here are encountered patriotic 
young men who find themselves weighed down by a 
variety of economic or family problems and need advice 
regarding the proper thing to do. 
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Another graph has been constructed which reveals the 
uniformity with which the different districts have su 
plied medical officers (Fig. 2). It is apparent that ved 
members have gone into the Army and Navy from the 
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Figure 2. Graph to Show the Manner in Which the 


Different District Societies Have Supplied Medical Officers. 


The ratio between population, membership and 
officers supplied is relatively uniform. 


different districts in about equal proportions and that s0 
far local Procurement and Assignment committees have 
used nice discrimination in avoiding any serious. med 
cal depletion. The problem that remains is to determine 
how many of those left in each district should be pressed 
into national service. Obviously, the largest numbers 
must come from the largest district societies. 

On the ratio of doctors to population we still have 
more doctors than we need. Although a number of 
our young men have left the State, the health of the 
people does not show evidence of having been injured 
thereby. Nor does the additional load of work thrown 
on the older physicians who have stayed behind appeat 
to have been harmful. During 1940, 1941 and 1942, the 
Society lost each year by death about a hundred mem 
bers, and during the last twelve months only seventy: 
five. Thus Massachusetts seemingly can spare more 
doctors. 
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Since the last meeting of the Council a plan to accel- 
erate enrollments has been proposed by the War Man- 
power Commission. Stated briefly, the plan, as it might 
be adopted here, is as follows. 

Henceforward, a physician who is declared available 
to apply for a commission and does not do so will re- 
ceive written notification from the Massachusetts Medical 
Society in these words: 


Dont DRE 6 once nes cen e8 

You have received notification from the Procurement and Assignment 
Service for Physicians of the War Manpower Commission that you have 
been declared available and inviting you to apply for a commission. 
You are requested to appear at ................ _ ER eae 
when your case will be reviewed by a committee of the ............ 
District Medical Society. 


Each district medical society will be asked through the 
President of the Massachusetts Medical Society to estab- 
lish a reviewing committee. This committee will be 
composed of older men of unquestioned impartiality and 
character. One of them will serve as presiding officer of 
the committee, and another will act as secretary and re- 
corder. The president of the district medical society, 
the president of the Massachusetts Medical Society and 
the chairmen of the local Procurement and Assignment 
committees will be members of such reviewing com- 
mittees ex-officiis. 

Such committees will attempt to interview all available 
men in each district as the names are submitted, ex- 
plaining the need of the armed forces for medical officers 
and a physician’s obligation to volunteer. If a doctor 
does not wish to volunteer, for any reason, the committee 
will hear his arguments. If the committee believes that 
a man classified as available should not enter the armed 
forces, it shall say so, or on the other hand, if it be- 
lieves that a man should volunteer, it shall so inform him. 
The recorder of each committee will keep the chairman 
of the War Participation Committee of the Society in- 
formed of its decisions, and the latter committee will 
in turn report to the Massachusetts State Committee 
of the Procurement and Assignment Service for Physi- 
cians. Final opinion as to a man’s availability will con- 
tinue to rest in the Corps Area Committee. 

If a man declared available does not apply for a com- 
mission within ten days after his case has been consid- 
ered in this fashion, he will be reported to the state 
director of Selective Service, with a request for his re- 
classification. 

This plan, which amounts to establishing a mechanism 
for the direct solicitation of medical officers by the Mas- 
sachusetts Medical Society through each of its district 
medical societies, offers the threat of possible depletion of 
medical manpower from overzealous recruiting. Your 
committee believes, however, that the plan can be made 
to operate safely and effectively. 

Your committee, therefore, begs leave to conclude this 
report with the following resolution: 


Wuereas, The War Manpower Commission has 
announced that there is immediate need for more 
physicians to serve as medical officers in the armed 
forces of the United States; and 

Wuereas, The War Manpower Commission has an- 
nounced that Massachusetts should supply more medi- 
cal officers than have so far been commissioned from 
the State; and 

Wuereas, A plan has been suggested by the War 
Manpower Commission through which the enrollment 


MASSACHUSETTS MEDICAL SOCIETY 79 


of medical officers may be accelerated with the help 
of county or district medical societies in certain states; 
therefore, be it 

Resotvep, That the Massachusetts Medical Society 
support this plan; and be it further 

Resotveo, That reviewing committees be estab- 
lished by each district society, the members of which 
shall be nominated by the district-society presidents 
and appointed by the president of the Massachusetts 
Medical Society. Such committees shall serve for 
the general purposes outlined in this report. 


REGINALD Fitz, Chairman 





APPENDIX NO. 6 


REPORT OF THE COMMITTEE CONCERNED WITH PREPAYMENT 
Mepicat-Care Costs INSURANCE 


Carrying out the understanding that I should bring 
periodic reports of progress, I present an interim report 
utilizing the time given to the Committee Concerned 
with Prepayment Medical-Care Costs Insurance. 

I shall first discuss the present status of Massachusetts 
Medical Service. There is, of course, the question, which 
is always pertinent, as to the desirability of the present 
time for starting such a program. There is a difference 
of opinion on this matter. The State Department of In- 
surance believes that this is a favorable time, but other 
groups maintain that, owing to the change in the eco- 
nomic status of the working family, this is not a desirable 
time. However, an attempt to present the program ef- 
fectively to the public has been started in recent months. 
In January there were a few samplings in the Boston 
area. It is only since the last week in February that an 
effort to sell the whole state was undertaken. Since a 
few months are needed to begin the work of interesting 
groups before a sales campaign can become effective, 
it really means we are just starting underway to procure 
subscribers. 

There are different factors which bear and will bear 
on the growth of this organization, and I just want to 
outline them as quickly as I can under four headings. 
If you carry these headings in your mind, it will give 
you a better grasp of our problems. The first relates 
to the whole organizational activity; the second relates 
to the type of contract; the third relates to sales prob- 
lems; and the fourth relates to income limitations estab- 
lished by the Society. 

Regarding organizational activities, there is a mat- 
ter which is known to the voting members relating to the 
$25,000 which the Council so generously voted and 
made available to the corporation. The Commissioner 
of Insurance ruled that only $5000 of that shall be 
available to start the corporation, and that $20,000 shall 
be held by a bank in trust, to be used only with his ap- 
proval in a letter bearing his signature and when we have 
a surplus of $225,000. So that you can see we are really 
starting in under a very definite handicap, and I feel 
that the Council should know that $20,000 of the $25,000 
is retained in the bank earning interest. Then there 
is the requirement that out of first-year premiums, a 25 
per cent reserve shall be set aside. This is not available 
either for meeting the expenses of the corporation or for 
paying the physicians. In the face of these facts it is 


very evident that we can work only to a certain point 
_at which premiums must begin to grow adequately to 


carry us along. 
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Regarding another angle bearing on that point, we 
have been working in close co-operation on a contract 
basis with the Blue Cross. Much of the $5000, as you 
must realize, has been used up in the initial printing 
and miscellaneous expenses incidental to starting the 
program. Outside of that, there has been the contribution 
of a tremendous personal effort by the members of the 
Blue Cross organization. That effort has been given 
most generously, but it is very evident that there is 
point beyond which we cannot pass, so far as that person- 
al contribution is concerned. The question has not yet 
been raised, but certainly it is common sense that our 
premiums must begin to accumulate to that point where 
they will meet the percentage requirement that will be 
due the Blue Cross group for sales effort and organiza- 
tional activities. Certainly that is not in sight yet. 

The problem of sales is definitely related to the fact that 
the salesmen of the Blue Cross organization have only a 
limited amount of time that they can give to the Blue 
Shield program. In order to augment the growth of the 
Blue Shield a quota has been established for the sales- 
men. For the Blue Cross their monthly quota shall be 
500 subscribers; and 100 for the Blue Shield. With this 
quota basis it is hoped there will be increased effective- 
ness in selling the Blue Shield program. 

Among the organization activities there is the ques- 
tion of reaching the profession. We have at the present 
time 4500 men in the state in active practice, and it is 
a difficult problem to get all information to them so that 
they can effectively understand it and make up their 
minds whether they are going along with the program. 
The chief approach in the past, as you know, has been 
personal —last year through speeches to the county so- 
cieties, and then through the distribution of informa- 
tion to the members of the Society in the form of state- 
ments in the Journal; there has also been some degree of 
publicity in the papers. At present it is difficult to carry 
on much publicity because of the fact that there is not a 
great deal of sales achievement to which publicity can 
be related. Also, with reference to the profession is the 
very pertinent problem of the nonacceptance of the 
corporation by some doctors, which is related to several 
very evident facts. First, there are groups of physicians 
who have not become persuaded that the prepayment 
plan offered by the Medical Society is a necessary pro- 
gram. Then there is a group which questions the type 
of contract, feeling that the basis of surgical and obstet- 
ric coverage is not broad enough. Third is the non- 
acceptance of the fee schedule by a definite proportion 
of the men. Then there is the fact that some of the 
men who are nonparticipating physicians hinder the 
sales of contracts to prospective groups by reason of their 
own nonparticipation. 

The second factor is the type of contract. I shall not 
go into it extensively, but it requires brief reconsidera- 
tion. There are, of course, only three definite approach- 
es possible on the present basis of experience. One is 
the complete medical-care contract, another the com- 
plete hospital coverage, and the third is  surgical- 
obstetric coverage in the hospital. As you look across 
the country you see that there has not been a successful 
move by a state medical society to offer a complete- 
coverage contract. Oregon is the only one at present 
which is active in this respect, but on a county basis. 
Others have moved away from it even to the extent of 
giving up their program of complete service coverage and 
adopting surgical-obstetric programs on a cash-indemnity 


basis. There has been some renewal of interest in Cali- 
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policies of this character sold do not indicate yet any 
increase 1m interest as compared with a surgical-obstetric 
contract. Concerning the latter, with which we have 
started, it is unfortunate that, since in other states 69 
per cent of payments are to general practitioners, it has 
been misinterpreted through the state as a specialists’ 
program. 
: Regarding the third factor, the sales program, there 
is one big item of importance which enters into the 
problem so far as the support of the profession is con. 
cerned, and that is that experience across the country 
shows that in order to avoid financial difficulties with 
the program a very definite percentage requirement js 
needed to enroll any single group. This ranges from 
50 to 75 per cent. We are attempting to liberalize some 
of these requirements. But it is well to keep in mind 
that lacking care we can repeat the experience of a 
large state on the western coast, where the program has 
cost them already $100,000; and in Michigan the deficit 
was, until recently, over $500,000. They have gradually 
reduced this to $365,000. Nonparticipation by physicians 
may limit the appeal of the program so that it will be 
difficult to meet percentage requirements. 

With regard to the fourth factor, the problem of the 
limitation of incomes, that relates particularly to the 
change in status of the workmen in the state. We es 
tablished the income limitation for the service benefits, 
that is, no extra charge by the physician, at $2000 for 
the individual and $2500 for the family. A recent report 
on this state shows a marked increase in the average 
earnings in certain districts, so that the question of wheth- 
er we can procure a cross-section enrollment is before 
us. The average income today in the state is $41, which 
makes an income of $2050 for the year. When we 
check that against the percentage requirement for en- 
rollment of certain groups, it is questionable whether the 
percentage can be procured. In certain sections it would 
seem too many workers would be out of the picture. 
That is so with the $49 weekly earnings average which 
now applies to Beverly; and in Worcester, the average 
income is $47 per week. As I evaluate the service of 
fered and the problem of enrollment percentages, those 
in the low-income group may not enroll; the high-income 
group does not seem to be keenly interested in cash 
indemnity without protection; and the middle-income 
group, the group earning from $2000 to $2500, is not 
now a large enough group to meet the percentage ft 
quirements for enrollment. 

The question will arise, if the present situation con- 
tinues, whether the Society should consider doing some- 
thing with reference to the income levels. There are only 
three possible approaches other than maintaining them 
at their present levels or increasing them slightly, s% 
to $3000 for the large family. One is that there be 1 
ceiling, as in Oregon and Buffalo, The other is to have 
a second higher premium structure and fee schedule 
for upper-income groups. That is like Dr. Elliott's plan 
in New York, which has not yet been very effective. The 
third is that the Society might consider the question 
adding to the present service base an arrangement for 4 
fixed additional charge —a ceiling charge over and above 
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the fee schedule applicable to the $4000 or $5000 groups, 
beyond which they would agree not to go. Finally, a re- 
consideration of a ward contract discussed in committees 
but not presented to the Council will be called for in the 

future. 
| simply call these facts to your attention for future 
consideration. They may present serious questions de- 
pending on what happens to the program in the light 
of experience in the next few months. As a basis for 
recommendation I should first simply suggest that this 
present setup be given a thorough trial, as far as the 
sales effort is concerned, for several months, and that 
we keep close watch to determine whether or not it is 
beginning to carry itself on the basis of contracts sold and 
premiums earned. Then if any change is desired it 
should be definitely related to a careful study of experi- 
ences elsewhere and an evaluation of the validity of 
those experiences as they are related to our state program. 
If possible we must seek to procure more definite co- 
operation and understanding by the profession through 
continued approach to them so that all may understand 
how vital it is for us to achieve success with this pro- 

gram. 
James C. McCann, Chairman 





APPENDIX NO. 7 
REPORT OF THE COMMITTEE ON CANCER 


Your interim chairman of the Committee on Cancer 
is deeply sensible of the honor which appointment to 
the position so long and so ably filled by Dr. Shields 
Warren has conferred upon him. Having held this office 
but a few weeks, his report can hardly be as comprehen- 
sive as could be desired; nevertheless he wishes to report 
the work of the committee to date. It was not possible 
to file the report for prepublication because of the short- 
uess of the interval between appointment and the time 
the report was requested by the Secretary. 

A meeting of the committee was held at the Hotel 
Sheraton, Boston, on May 7. Drs. Simmons, Truesdale, 
Daland and Hunt were present. 

A hearing was given to Mr. H. D. Fish, assistant 
managing director of the American Society for the Con- 
trol of Cancer, Incorporated, who presented a plan for 
lay organizations in the large centers of population to 
extend the work of popular education in co-operation 
with the state program and backed by the experience 
and facilities of the Society. After free discussion, the 
committee decided that it was inexpedient to launch the 
suggested plan at this time. 

Dr. Herbert L. Lombard, director of the Division of 
Adult Hygiene, Massachusetts Department of Public 
Health, was present by invitation and submitted the fol- 
lowing statement in regard to the educational program 
of the department: 

The exigencies of war have seriously interfered 
with the cancer education program in this state. This 
is particularly true concerning the activities of the 

operative cancer-control committees. The absence 
of many physicians, the scarcity of gasoline, and the 
inherent dangers of the blackout have resulted in a 
greatly diminished number of cancer meetings. The 
realization that the situation might become more acute, 


c 


combined with the need for a continuation of some 
type of cancer education during the period of war, 
prompted a two-day symposium to discuss means and 


nods of carrying on the educational campaign. 
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The participants in the symposium included Profes- 
sor Edwin B. Wilson, Dr. Shields Warren, Dr. Ernest 
M. Daland, Dr. Ira T. Nathanson, Dr. Clifford C. 
Franseen, Dr. Ernest L. Hunt, Mr. Ernest Stephens, 
Mr. Richard J. Schmoyer, Mr. Winthrop L. Webb, 
Mr. George L. True, Mr. W. O. Johnson, Mr. Arthur 
D. Thomson, Mrs. Florence Parker, Mrs. Dorothy 
Averhill, Miss Margaret Allen, Mrs. Hilda LaRocca, 
Miss Mary M. Hurley and other members of the staff 
of the Division of Adult Hygiene, Department of 
Public Health. 


As a result of the symposium a booklet, Cancer: 
The what, whither, how, has been prepared which can 
be used either by the co-operative cancer-control com- 
mittees or by schools desirous of helping in cancer 
education. A monthly bulletin, Cancer Tidings, is be- 
ing sent to the central committees, both to maintain 
their interest and to further cancer education. In so 
far as possible the regular talks of the co-operative 
cancer-control committees have been given but there 
has been a distinct decrease in their number. 

The cancer situation in Massachusetts, however, 
improved in 1942. The interval between first symp- 
toms recognized by the patients and consultation with 
the first physician was the lowest it has ever been. The 
adjusted death rate for females again dropped and 
has now returned to the level of 1913. 

It is very gratifying to record the continued inter- 
est of so many people in the cancer program in spite of 
their many other activities. 


Dr. Channing Simmons reported on state-aided cancer 
clinics, particularly in relation to the changes and prog- 
ress growing out of the survey which he conducted last 
vear, the details of which were reported to the Society 
through the Journal (September 17, 1942) and formed part 
of the report of this committee at the October meeting 
of the Council. In that report he criticized seven clinics 
and made certain suggestions, which have been carried 
out, so far as possible, by the Department of Public 
Health. The Quincy Clinic has been discontinued. The 
Newburyport Clinic is essentially combined with that of 
Beverly, at least for the duration of the war. The Hy- 
annis Clinic is unsatisfactory. The attendance has fallen 
off lamentably since the shortage of gasoline. One 
surgeon strives to keep it going because it is geographi- 
cally important and affords a limited opportunity for 
carrying on educational work. The Pittsfield Clinic was 
discontinued by vote of the local medical society. This 
is unfortunate considering the geographical situation of 
the city. Transportation to Westfield is good, how- 
ever. Reorganization of the Brockton Clinic by the 
Plymouth County Cancer’ Committee has taken place, 
and it is now conducted on lines very closely approximat- 
ing the standards defined by the Department of Public 
Health. It is the belief of clinic chief, Dr. G. A. Moore, 
that changes effected will make for more efficient serv- 
ice to an increasing number of patients. Concerning the 
Greenfield and. Springfield clinics details on which to 
base an estimate of progress from the situations consid- 
ered unsatisfactory in the 1942 survey have only today 
come to hand and show definite gains since the date of 
the survey. 

All the clinics suffer from losses to the armed services 
of staff personnel but are carrying on as best they can. 
Many older men have taken over the work of their 















82 THE NEW ENGLAND JOURNAL OF MEDICINE 


younger colleagues, and volunteer nursing and clerical 
aides have helped in those phases of the clinic service. 

In spite of the handicaps imposed by wartime condi- 
tions it is believed that there must be no letup in the 
cancer-control effort. It is the opinion of your commit- 
tee that a greater awareness of his opportunity on the 
part of every individual physician practicing in the State 
could do much to offset the loss of trained workers in 
the clinics. Such awareness should be acquired by the 
physician by drilling himself in the habit of requiring 
the completion of a diagnosis in all cases that present 
any symptom or sign which may by any possibility 
be due to cancer. Definitive diagnosis without undue de- 
lay is the desideratum. Nothing less can square with 
the doctor’s sense of duty to his patient. 

Fortunately such are the standards of most doctors. 
The progressively shortening intervals between the time 
of seeking advice and the receiving of definitive treatment 
as revealed by the experiences of the state clinics shows 
that physicians are more and more generally living up 
to the demands of the situation and are, moreover, tak- 
ing active part in spreading the gospel of early diagno- 
sis through personal contact with their families and by 
talks to lay groups which now abound in every com- 
munity. 

As the medium through which the benefits of modern 
medical science shall become available to the individual 
citizen it is our conviction that there is no substitute for 
the well-educated, experienced, conscientious doctor. 


Ernest L. Hunt, Chairman 





APPENDIX NO. 8 


REPORT OF THE Mivitary PostGRADUATE COMMITTEE 


The Military Postgraduate Committee held its first 
meeting on November 6, 1942, when plans were made to 
provide postgraduate extension courses for the Army and 
Navy medical officers who are stationed within the Com- 
monwealth. Colonel J. J. Reddy, chief of medical op- 
erations of the First Service Command, and Captain H. 
L. Kelley, chief of medical operations of the First Naval 
District, had already welcomed the offer of the Society 
and advised the committee to proceed to arrange a cur- 
riculum and organize a teaching staff. At this meeting 
the committee conferred with officers representing the 
medical staffs of Fort Banks, the Chelsea Naval Hospital, 
Camp Edwards, Fort Devens, the Portsmouth Navy 
Yard and Westover Field. As a result, a curriculum 
was developed and a faculty organized. The plan of 
postgraduate instruction included clinics and ward 
rounds with the instructor acting as a consultant, sup- 
plemented by formal and informal lectures. 

The committee is unanimous in reporting that this 
project has been well worth the effort and expense. Much 
has been learned in regard to the postgraduate needs of 
the medical officers of the armed forces, as well as about 
the methods of presenting the subject matter. Each session 
has been an ordered military formation, so that the at- 
tendance has been practically 100 per cent. Our civilian 
instructors have learned that punctuality and thorough 
mastery of the subject matter are necessary to meet the 
exacting demands of wartime medicine. 


July 8, 1943 


On May 20, 1943, the committee held a second jo; 
meeting with representative medical officers reas ae 
various Army and Navy posts. The work of the € 
winter was reviewed; constructive criticism Was on 
ceived from each of the medical officers present Rog 
committee's work has been greatly facilitated by co ‘ 
ments and suggestions from these officers during rel 
past season. Some of their comments will be of interest 
to the Society. 


Westover Field. Colonel Schwichtenberg and Liey. 
tenant Staples report that clinical case teaching and 
informal ward rounds at the Station Hospital before 
the lectures have helped greatly in holding interest 
and making the teaching more practical. They con. 
sider the course highly successful and heartily thank 
the Society for providing this postgraduate program, 

Camp Edwards. Lieutenant Colonel John C. Eckeis 
and Lieutenant Colonel Lewis W. Hill gave an en. 
thusiastic account of the postgraduate courses at their 
camp. They find that the time spent in going to the 
postgraduate programs is very much worth while 
They wish to inform the Society that a camp com. 
manding officer may detail any medical officer for ten 
days’ residence instruction without cost to the Gov- 
ernment at any time; they hope that the committee 
will find it possible to provide for such residence 
postgraduate instruction during the coming year. 
They expressed the appreciation of all their medical 
officers for the work of the instructors. 

Fort Banks. Major R. Earle Glendy gave a review 
of the postgraduate courses offered at their hospital; 
the interest has been above average, and they request 
a continuation of the courses on a year-round basis, 
if possible. 7 

Portsmouth Naval Hospital. Commander Eugene 
H. Drake reported that they greatly appreciated the 
courtesy of the Society in sending an instructor to 
their hospital and hoped further prograduate instruc 
tion could be provided for the Navy. 


Lieutenant Commander James M. Faulkner, of the 
Chelsea Naval Hospital, cited the large naval hospital 
at the Quonset Air Base in Rhode Island and asked if the 
Society could be persuaded to offer instruction there. 

Fort Devens and the Chelsea Naval Hospital have 
been handled by members of local medical societies; 
since these programs had already been arranged, your 
committee had nothing to do with them officially, al- 
though several of our instructors attended the meetings. 
The officers at these posts report that they will probably 
use the Society’s teaching facilities another year. 

The committee had a budget of $350; $235.07 has been 
spent for necessary expenses, leaving a balance of $114.93 
Both the Army and Navy extend their thanks to these 
busy teacher physicians who donated their time. 

The medical officers in charge of the postgraduate 
courses are as follows: Fort Banks, Major R. Earle 
Glendy; Chelsea Naval Hospital, Lieutenant Com- 
mander James M. Faulkner; Fort Devens, Colonel Gil- 
bert T. Hyatt; Camp Edwards, Colonel C. W. Riley, 
Lieutenant Colonel John C. Eckels and Lieutenant 
Colonel Lewis W. Hill; Portsmouth Navy Yard, Com 
mander Eugene H. Drake; Westover Field, Colonel Al 
bert H. Schwichtenberg and Lieutenant Charles Staples. 
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Twenty-seven instructors gave 
sessions as follows: 


DATE 


» 


y. 20 


SUBJECT 

FORT BANKS 

The Importance of an Unstable 

Blood Pressure in Applicants 
for Military Service 


The Importance of Renal Glyco- 
suria in Applicants for Mili- 
tary Service 

The Management of Peptic-Ulcer 
Patients 

Blood Plasma as a Therapeutic 
Agent 

The Early Recognition and 
Treatment of War Neuroses 
and the Common Psychoses 

The Acute Abdomen 

Chest Injuries 

Vitamins, with Special Reference 

to Surgical Patients 


Surgery of the Neck 
Genitourinary Infections 
Chemotherapy 


CAMP EDWARDS 

Hypertension 
Surgery of the Neck 
Atypical Pneumonias 
Emergency Abdominal Surgery 
Back Pain and Foot Trouble 
Syphilis 
Blood Diseases, with Particular 

Reference to Blood Infections 


total of thirty-three 


INSTRUCTOR 


. Robert W. Wilkins 


. Howard F. Root 


. Franklin W. White 
. Charles A. Janeway 


. H. Houston Merritt 


. Hollis L. Albright 
. John W. Strieder 
- Harold Jeghers 


. Herbert D. Adams 
. Oscar F. Cox 
. Howard Allen 


. Laurence B. Ellis 

. Richard B. Cattell 

. Maxwell Finland 

. Samuel F. Marshall 
. William A. Rogers 

. Francis M. Thurmon 
. William Dameshek 
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. Shock Dr. Stanley Bradley 


ar. 25 Peripheral Vascular Surgery Dr. Reginald H. Smithwick 


8 Head and Spine Injuries Dr. Donald Munro 


PORTSMOUTH NAVY YARD 
Pncumonia Dr. Maxwell Finland 


WESTOVER FIELD 


The Acute Abdomen Dr. Richard B. Cattell 


The Problem of Head Injuries Dr. Donald Munro 
and Their Treatment 


Low Back Pain and Foot Trouble Dr. Frank R. Ober 


The Nature and Treatment of Dr. Samuel A. Levine 
Congestive Heart Failure 


Atypical Pneumonias Dr. Chester S. Keefer 
Genitourinary Infections Dr. Oscar F. Cox 

Burns Dr. Donald W. MacCollum 
Internal Fixation of Fractures Lieut. Clarke Staples 

Dr. Richard H. Overholt 
Dr. William Dameshek 
Dr. Frank R. Ober 


Chest Injuries 

Blood Transtusions 

Treatment of Knee Injuries 
The committee recommends: 

That the committee be continued and directed to 
enlarge its activities so far as practicable. 

That an invitation be extended to the other New 
England state medical societies to co-operate in this 
project and that all medical officers of the Army and 
Navy in New England be offered postgraduate in- 
struction in some form. 

That the Massachusetts Medical Society underwrite 
the expense of this effort. 


W. Ricuarp OHLER, Chairman 
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CASE 29271 
PRESENTATION OF CASE 


A twenty-nine-year-old woman was admitted to 
the hospital because of back pain and an abdom- 
inal mass. 

Seven and a half months before entry, one 
month after the birth of an only child, the patient, 
when wearing a girdle or when leaning against a 
solid object, noticed a throbbing sensation in the 
left lower quadrant, which was synchronous with 
the pulse. The pregnancy was her first, and was 
not remarkable except that during the last five 
days of the puerperium urinary retention was 
severe and required catheterization. The deliv- 
ery was at term and was uneventful. Following 
delivery she suffered with extreme fatigability, her 
habitual constipation increased and nausea devel- 
oped. Four months before entry, one week prior 
to catamenia, a severe aching pain developed in 
the mid-dorsal region that was intermittent during 
the day and constant during the night, often in- 
terfering with sleep. Before and during this cata- 
menia, which was normal in amount and dura- 
tion, she had severe abdominal cramps that made 
her double up. She had never had premenstrual 
or menstrual distress. Subsequent periods were 
entirely normal. At that time she felt a small 
firm nontender mass in the left lower quadrant. 
Three weeks before entry the mass increased in 
size and gradually rose higher in the left side of 
the abdomen. During the three weeks prior to 
admission the back pain became progressively 
worse and the patient was obliged to sleep in a 
sitting position. She gave up the use of proprietary 
laxatives because of the great exacerbation of pain 
that these produced. Her physician confirmed the 
presence of a mass in the left side of the abdomen. 
At the time of admission she was troubled by 
weakness and back pain. At no time had there 
been any menorrhagia, metrorrhagia, hematuria 
or pyuria. Despite continuous nausea she had 
vomited only once in eight months. She had never 
been jaundiced. ‘The stools had never been 
tarry, bloody or acholic, nor was the urine dark. 


*On leave of absence. 
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There was never any flank pain with radiation 
to the groin. During the illness she had lost 6 
pounds. 

The family and past histories were noncontriby- 
tory. The menarche occurred at fourteen and 4 
half years. The cycle was regular at twenty-six 
to thirty days, and catamenia lasted four or fiye 
days without distress, except as already noted, 
There was no leukorrhea, and she denied venereal 
disease. 

Physical examination disclosed a well-developed 
and well-nourished woman. A few small lymph 
nodes were felt in the left posterior cervical triangle, 
The heart and lungs were normal. There was ny 
abdominal rigidity or tenderness. A firm, tender 
mass was felt in the left hypochondrium extending 
upward somewhat under the costal margin, later- 
ally into the left flank, and downward and medially 
tc the umbilicus. It seemed round, firm and 
smooth. It moved with respirations and slightly 
with change in position but had no notch. Fingers 
could be placed on the superior aspect of the 
mass, especially when the patient was lying on the 
right side. 

The blood pressure was 138 systolic, 100 diastolic. 
The temperature was 98°F., the pulse 82, and the 
respirations 20. 

Examination of the blood revealed a_ red-cell 
count of 4,900,000, with a hemoglobin of 12.5 gm, 
and a white-cell count of 6700, with 73 per cent 
neutrophils, 15 per cent large lymphocytes, 9 per 
cent small lymphocytes, 2 per cent monocytes and 
1 per cent eosinophils. A blood Hinton test was 
negative. The stools on three examinations were 
dark brown and guaiac negative. 

A flat plate of the abdomen demonstrated a 
7-cm., round, soft-tissue mass in the left midabdo- 
men superimposed on the lower pole of the kid- 
ney. It showed central radiolucency. No unusual 
areas of calcification were seen, and an intravenous 
pyelogram was negative. The left ureter was 
incompletely filled in the region of the mass. Dur- 
ing a barium enema, the barium passed through 
a normal rectum, colon and cecum. There was 
no connection between the bowel and the previous- 
ly described mass. 

An exploratory laparotomy was performed on 
the eighth hospital day. 


DIFFERENTIAL DrAGNosIs 


Dr. THomas E. ANGLEM: May we see the x-fay 
films? 

Dr. Grorct W. Hoimes: There is only one 
obvious variation from the normal here, and 
that is the round mass which is described in the 
text. The colon was negative and in the lateral 
view the mass lies almost lateral to the vertebral 
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bodies, well back in the abdomen. The center of 
the mass is said to be translucent. That may be 
so, but I should not put much weight on that 
statement. If one could be sure of that observa- 
tion I think the tumor would contain fat and 
would possibly be a dermoid cyst. But the colon 
overlies it, and the area of decreased density may 
be gas in the bowel rather than anything in the 
tumor itself. It would be interesting to determine 
whether the tumor was attached to the kidney 
and whether it moved with respiration. 

Dr. AncteM: It did move with respiration. The 
matter of translucency bothered me a good bit. 

Dr. Hormes: I should not disagree with that 
statement about radiolucency; however, I should 
not want to change my diagnosis on account of it. 

Dr. AncLem: The onset of this patient’s diff- 
culty one month after delivery of a baby raises 
the question of whether or not this pregnancy was 
related to her subsequent difficulty. The only 
tumor that I can relate to pregnancy is chorion- 
epithelioma, and the usual features of this disease 
are entirely lacking. It is safe to assume that the 
pregnancy was coincidental and had no bearing 
on the later troubles. 


We are confronted, then, with a story of a mass 
in the left upper quadrant that had produced 
nausea, gradually increasing fatigability, increase 
in the patient’s habitual constipation and a severe 
dorsal back pain, which was worse when she 
assumed the dorsal decubitus position and was 
relieved when she assumed a sitting posture; there 
was also one episode of crampy abdominal pain 
associated with catamenia. On examination a 
firm, round mass was found in the left upper 
quadrant, which was slightly tender, moved on 
respiration and had slight lateral mobility. The 
commonest mass in this location is an enlarged 
spleen. The physical characteristics of this tumor 
as described are not those of an enlarged spleen, 
which usually retains its general contour. I 
should think the physical findings were consistent 
with a tumor or cyst of the spleen, but I find it 
difficult to explain the other symptoms. on this 
basis, and this holds true of the other intraperito- 
neal tumors that may occur in this area, such as 
mesenteric and omental cysts and tumors. More- 
over, with a negative barium enema we have no 
evidence that this tumor originated in the large 
bowel, nor have we any convincing proof that 
the tumor originated in the small intestine. There 
is, however, considerable evidence in favor of a 
retroperitoneal position for this mass. The pos- 
‘erior reference of the pain, the increase in the 
pain on the assumption of the dorsal decubitus 
Position, and the relief on assuming a sitting pos- 
ture suggest to me a retroperitoneal mass with 
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stretching of the posterior peritoneum and stretch- 
ing or irritation of the celiac plexus by the under- 
lying tumor. The sitting position relaxes these 
structures. I believe the constant nausea may also 
be explained as a result of irritation or stretching 
of the celiac plexus. 

The commonest solid retroperitoneal tumors 
that occur in this area are, first of all, those aris- 
ing from retroperitoneal lymph nodes, namely, 
malignant lymphoma of any type. The mention 
of nodes in the posterior triangle of the left side 
of the neck suggests the possibility that this may 
have been a lymphomatous tumor with early gen- 
eralization of the disease. However, lymph-node 
masses in the retroperitoneal area are almost in- 
variably fixed and are not likely to show respira- 
tory excursion or radiolucency. The other solid 
tumors that occur in this area are retroperitoneal 
lipoma and fibroma and a wide variety of less 
common tumors, such as those arising from the 
adrenal glands and rests and a large number of 
tumors of uncertain origin, some of which arise 
from fetal rests. Most of these tumors are fixed 
and unlikely to show respiratory excursions. Fur- 
thermore, they are unlikely to exhibit areas of 
radiolucency. 


A wide variety of cystic tumors occur in this 
area, the commonest of which are the dermoid 
cysts. Unlike the solid tumors, the cystic ones 
are apt to show some degree of mobility, and it 
might be expected that such a cystic mass might 
show excursion on respiration. In addition to the 
dermoid cysts there are other cystic tumors, such 
as those arising from the mesentery of the large 
and the small bowel, the remains of the wolffian 
duct, and the lymphatic vessels. Rare cysts of 
enteric origin also occur, some of which are likely 
to be radiolucent in whole or in part. Cysts of 
the tail of the pancreas fulfill some of the require- 
ments that we have to meet to explain this pa- 
tient’s symptoms. A cyst of the tail, unlike other 
cysts of the pancreas, may be relatively mobile 
and can show respiratory excursion, but again it 
is difficult to explain the radiolucency on this 
basis. 


Lastly we have to consider tumors and cysts of 
the kidney. In spite of the fact that a pyelogram 
was negative and there was no evidence of in- 
trinsic disturbance of the kidney, a tumor origi- 
nating in the kidney capsule is entirely consistent 
with this picture. I refer to the mixed tumor 
of the kidney, which occasionally contains masses 
of fat and therefore might explain the central area 
of translucence. The absence of typical renal pain 
is a point against such an origin of this mass. 
However, it is possible for tumors of this type, 
particularly those originating in the kidney cap- 
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sule, to produce symptoms chiefly by pressure on 
and disturbance of contiguous structures without 
intrinsic disturbance of the kidney. The fact that 
the urine was not recorded interests me and sug- 
gests that something was found in the examination. 

Dr. Tracy B. Matrory: It was entirely nega- 
tive. 

Dr. AncteM: I believe that with tumors occur- 
ring in this area, particularly when the symptoms 
are as bizarre and unusual as those presented by 
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actually in the mesentery of the small intestine, 
then I cannot assume that. I think the possible 
explanation is that this was one of those bizarre 
enteric cysts with mucous cystic structures, which 
might contain any sort of filling, possibly necrotic 
cells that were responsible for the fat necrosis, 

Dr. Mattory: How can one tie up this tumor 
with fat necrosis, Dr. Allen? 

Dr. Arruur W. Aten: This was a patient 
from my service on whom Dr. Robert Linton oper- 

















Figure 1. Photograph of Loop of Small Intestine, Showing Cyst in Mesentery (A) 
and Chalk-like Granules on Serosa (B). 


this patient, it is almost impossible to make a 
precise diagnosis. All one can say with any degree 
of certainty is that the patient had a retroperitoneal 
tumor or cyst of unknown origin. I believe that 
the most likely diagnosis is mixed tumor of the 
kidney, with a central fatty area. 

Dr. Mattory: Dr. Anglem has given an in- 
genious solution of this problem. I should like 
to show what the surgeon saw at operation and 
ask him to consider the matter further. 

A large cystic mass was found in the mesentery 
of the small bowel, and over the adjoining loops 
of small bowel were little, bright-yellow, slightly 
chalky masses that grossly were characteristic of 
fat necrosis (Fig. 1). The opinion of the surgeon, 
as well as that of the consulting pathologist who 
was called to the operating room, was that it was 
a tumor in the mesentery, with thin chalky de- 
posits characteristic of fat necrosis on the bowel 
and on the mesentery itself. 

Dr. AncLtEM: I am afraid that does not tell 
me very much except to suggest that the origin 
was in the tail of the pancreas. If this mass was 


ated. The first operation consisted in looking at the 
cyst and removing one of these little nodules for 
biopsy. Rather at my insistence he reoperated a 
little while later and was able to remove this mass 
without damaging too much of the blood supply 
to the bowel. The question was whether it in- 
volved the mesenteric vessels so intimately that 
it could not be safely removed. It may comfort 
Dr. Anglem to know that we did not have any 
idea what this was until after the sections follow- 
ing the removal of the cyst were made. 


CuinicaL DIAcGNosis 


Omental cyst. 


Dr. ANGLEM’s DraAcnosis 


Retroperitoneal tumor or cyst (? mixed tumor 
of kidney). 


ANATOMICAL DIAGNosIS 


Chylous cyst of mesentery of small intestine. 
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PATHOLOGICAL Discussion 


Dr. Mattory: The answer to the problem is 
that the “fat necrosis” was not fat necrosis! All 
these little chalky spots consisted of dilated lym- 
phatics filled with inspissated lipoid material; adi- 
posis of all lymphatics was present. The cyst itself 
contained putty-like grayish material. I think per- 
haps the radiologist’s report of radiolucency was 
correct. There was nothing to indicate clearly 
whether this was neoplastic or entirely mechanical 
from beginning to end. I think it is quite possible 
that this was simply mechanical plugging of the 
lacteal system of the small bowel, with subsequent 
inspissation of fat from the local lymphatics. On 
the other hand, another possibility is that this was 
a lymphangiomatous cyst, which, in turn, had 
caused the lymphatic obstruction. There was 
no characteristic lesion that we could make out. 

Dr. AtteN: But you thought it was probably 
a chylous cyst at the time? 

Dr. Matxory: I still think so, but that does not 
prove whether or not it was of neoplastic origin. 

Dr. Aten: A chylous cyst in the mesentery has 
been described. Was there any recognizable 
epithelial structure? 


Dr. Mattory: None whatever. 





CASE 29272 
PRESENTATION OF CASE 


A thirty-seven-year-old man, a jewelry worker, 
_entered the hospital complaining of chills, fever, 
abdominal pain and jaundice. 


Eleven days before entry, after eating a heavy 
meal, he developed vague, abdominal discomfort. 
The following day he vomited, and two days later 
developed pain to the left of the umbilicus, which 
was relieved by an enema. During the next two 
days he had almost a constant urge to move his 
bowels but was able to pass only gas and a little 
fecal material. During the five days before entry 
he developed pain to the right of the umbilicus. 

he pain was cramplike, sharp, occurred at fre- 
quent intervals and did not radiate. Six days prior 
to entry he became jaundiced and his stools became 
clay colored. Two days later, however, the stools 
were yellow. During the four days prior to entry, 
the patient had chills and fever up to 103°F. 


The family and past histories were noncontrib- 
utory, 
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al examination showed a well-developed 
ll-nourished jaundiced man. There was 
5 with absent breath sounds at both bases 


The abdomen was slightly distended, 
moderate tenderness under the right costal 
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margin and in the right lower quadrant. There 
was no spasm. Rectal examination showed large 
hemorrhoids. 


The blood pressure was 140 systolic, 80 diastolic. 
The temperature was 103.5°F., the pulse 140, and 
the respirations 40. 


Examination of the blood showed a hemoglobin 
of 12.4 gm. per 100 cc. and a white-cell count of 
20,100, with 87 per cent neutrophils. The urine was 
dark amber in color and gave a +-+ test for albu- 
min and a +-+ test for bile. The serum bilirubin 
was 4.1 mg. per 100 cc., direct and 5.5 mg., indi- 
rect. The prothrombin time was 34 seconds (nor- 
mal, 22 seconds). The hematocrit was 46.8 per 
cent. A blood Hinton test was negative. The 
stools were brown but bile negative. 


A portable film of the chest showed a slightly 
elevated diaphragm on both sides and some atelec- 
tasis in the right lower lung field. A film of the 
abdomen showed a moderate amount of gas in 
the colon and stomach, but no definitely dilated 
loops. 


For the first three days the fever ranged between 
101 and 102°F. and the jaundice remained about 
the same. The liver was felt below the costal 
margin, but the abdomen remained unchanged. 
On the fourth day the abdomen was softer and 
there was no tenderness or spasm. The patient 
had some diarrhea; the stools continued to be 
brown but bile negative, and the urine to contain 
bile. Diarrhea continued for three days, and a 
proctoscopic examination showed two or three 
thrombosed hemorrhoids at the anal margin. The 
mucous membrane of the rectum appeared nor- 
mal. Beginning on the fifth day the patient began 
to have a spiking temperature, ranging from 98 
to 104°F. each day. On the seventh day there 
were definite tenderness and resistance in the right 
upper quadrant, with a suggestion of a mass in this 
region. A serum bilirubin was 6 mg. per 100 cc., 
direct, and 9 mg., indirect. A blood culture showed 
no growth. A Widal test was negative. 


He was given vitamin K, transfusions and in- 
travenous 5 per cent glucose in saline, but con- 
tinued to run a spiking temperature with chills; 
he died on the sixteenth hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Gorpon Donatpson: In totaling up this 
patient’s illness it is evident that he was sick for 
nearly a whole month before death. During the 
last twenty-two of these twenty-seven days he was 
jaundiced; and from the apparently acholic stools, 
the bile in the urine, the van den Bergh reactions 
and, finally, the appearance of a mass in the right 
upper quadrant, it is fair to say that he was suffer- 
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ing from an obstructive type of jaundice implicat- 
ing the extrahepatic biliary system, rather than 
from a primarily portal type of cirrhosis. It seems 
unlikely that a diarrhea-producing toxin or chem- 
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to support the diagnosis of cancer of the bowel 
with metastases to the periportal lymph nodes oy 
even to the liver itself. The onset of symptoms 
was much too fulminating and severe, and on entry 

















Figure 1. Photograph of Liver, Showing Pylephlebitis and 
Multiple Abscesses. 


The arrow points to a thrombus in main portal vein. 


ical could have so completely and suddenly elim- 
inated bile secretion. So we shall say that he did 
have an extrahepatic biliary block. 

There are, however, features in this story that 
direct attention to the remainder of the abdomen. 
The onset of pain was to the left of the umbilicus. 
Later it settled in the right abdomen, still at um- 
bilical level. Moreover, the patient suffered re- 
current diarrhea and occasional rectal tenesmus. 
Certainly the bowel itself was involved in this 
process. Typhoid fever can be ruled out by the 
white-cell count and the solitary negative Widal 
test. There are no stool cultures or examinations 
to lead us to implicate the other bacillary and 
amebic dysenteries. Any of these might have re- 
sulted in a primary dehydrating diarrhea and a 
later liver abscess, which obstructed the flow of 
bile and produced jaundice. Proctoscopy at such 
an early stage in the disease need not be positive, 
but in this case the negative findings probably 
help to rule out dysentery as a probable diagnosis. 
Ascaris infection, echinococcal disease and Weil’s 
disease should be mentioned in passing as rare 
but unlikely possibilities. Likewise there is little 


the patient is described as a young man in 2 
state of good nutrition. 

Subacute gallstone ileus could fit the bowel 
picture well. The passage of a foreign body 
through the small bowel would stimulate diar- 
rhea and allow for a shift of the pain about the 
umbilicus. Moreover, it is described as cramplike, 
sharp and occurring at regular intervals, which is 
perfectly consistent with an obstructive, peristaltic 
type of pain, with the obstruction finally lodging 
in the terminal ileum. The abdominal film is ot 
no help as no stones were seen, and any small 
bowel dilatation would have been minimal in this 
type of obstruction. A spot x-ray film centered 
over the gall bladder might have been of rei 
value in revealing stones. Certainly the events i0 
the right upper quadrant were perfectly consistem 
with common-duct obstruction, perhaps caused by 
a second gallstone. . 

It is a little distressing to find that, in spite 
all his fever and leukocytosis, there was nevet 
any striking tenderness or spasm in the right 
upper quadrant, at least until shortly before death. 
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However, a deep-seated, thickened, sclerosed 
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bladder might still be inflamed and give little sur- 
face indication of its status. It is not uncommon 
for such an acute or subacute gall bladder by its 
very juxtaposition to the colon to give diarrhea 





tion and jaundice. Acute cholecystitis itself may 
have caused common-duct obstruction, but one 
would not expect the process to have been com- 
plete. The resulting cholangitis persisted. Mean- 














Ficure 2. 
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Roentgenogram of the Upper Abdomen after the Injection of T horotrast. 





Note the areas of decreased density (black) representing abscesses in 
the enlarged liver, which has elsewhere taken up the Thorotrast to 
produce increased density (white). The spleen (arrows), which has 





and even tenesmus. The degree of bowel symp- 
toms as given in the case history is certainly ex- 
treme. As for the locus of pain, it has been said 
that the gall bladder can give pain anywhere in 
the abdomen oftener and more atypically than any 
other organ. 


The degree of cholangitis must have been 
marked, consistent with a complete mechanical 
biliary obstruction. The severe chills, spiking 
temperature and white-cell count of 20,100 are 
to be expected in inflammation of the bile ducts. 
The early abnormal prothrombin time is perhaps 
more prolonged than one would expect in such an 
acute process, but still entirely possible. 

The initial episode of vague abdominal discom- 
fort followed by vomiting probably marked the 
onset of inflammation in the gall bladder. Irri- 
tation of the colon followed. A stone, which 
may have been passed at that time or may have 
already been in the common duct, caused obstruc- 


uniformly taken up the Thorotrast, is homogeneously dense. 





while other stones obstructed the bladder, aggra- 
vating the inflammatory process and leading to 
a palpable acute gall bladder or, more likely, to 
a palpable pericholecystic abscess. Probably at 
no time was the patient considered to be in good 
enough shape to allow surgical drainage, and he 
finally died of his infection and liver failure. 

Dr. Dwicur L. Siscoz: When one knows all 
the facts it is difficult to discuss the case without 
bias. Dr. Donaldson has analyzed this patient's 
illness extremely well, especially the latter part 
of it. He would have achieved even greater accu- 
racy if he had given more consideration to the 
onset of the illness, although the protocol perhaps 
does not emphasize some of the facts that stand 
out in my memory. 

When I first saw the patient, three days after 
admission, I was impressed by the fact that he 
was a perfectly well, thirty-seven-year-old man, 
without antecedent history suggestive of disease, 
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who, a few hours after eating a large meal, de- 
veloped nausea and vomiting followed in three or 
four hours by severe pain in the region of the 
splenic flexure, diarrhea and fever. This was 
associated with a constant urge to defecate and 
was relieved by an enema. Later,—we are told 
five days before entry, but it was actually twenty- 
four hours later, — he developed pain to the right 
of the umbilicus. This pain was constant and 
sharp, occurred at frequent intervals and did 
not radiate. Jaundice was not noted until six days 
after the onset. As Dr. Donaldson stated, these 
facts certainly implicate the intestines, and this is 
just the point that I think should be emphasized. 
It seemed to me that this was typical appendicitis, 
and we must not allow ourselves to be led astray 
by the fact that the original pain was on the left 
side of the abdomen. Diverticulitis and ulcera- 
tive colitis were considered and were the reason 
for proctoscopy. 

Dr. Ricnarp H. Sweer: When I saw this pa- 
tient he was quite ill, febrile and jaundiced, with 
a palpable slightly tender liver. There was gen- 
eralized distention of the abdomen, but no signs 
of peritonitis. It was obvious from the clinical 
standpoint that he had pylephlebitis of the liver, 
but by that time there remained no localized signs 
of the original inflammatory focus from which it 
arose. All we had to go on were the history and 
the observations of the family doctor, who is an 
excellent observer. The latter reported that the 
tenderness and pain had been confined to the left 
lower quadrant. Because of that, although acute 
appendicitis is by far the most frequent source, I 
made the suggestion that the point of origin might 
have been a diverticulitis of the sigmoid. 


July 8, 1943 
CuInicaL DIAGNOSES 
Appendiceal abscess ? 
Diverticulitis ? 
Pylephlebitis. 
Dr. Donaxpson’s DIAGNOsEs 


Subacute cholecystitis. 
Choledocholithiasis. 
Cholangitis, intrahepatic. 


ANATOMICAL DIAGNOSEs 
Appendiceal abscess. 
Pylephlebitis. 

Multiple liver abscesses. 


Paruo.ocicaL Discussion 

Dr. Benjamin CastLeMan: The post-mortem 
examination revealed that the primary infection 
was in the appendix, which formed the base of 
a large abscess about 9 cm. in diameter. The 
appendiceal vein could not be identified, but the 
ileocolic vein was filled with pus and the phlebitis 
had extended into the portal vein, resulting in a 
widespread intrahepatic pylephlebitis with mult- 
ple liver abscesses (Fig. 1). Although the gall 
bladder did have a few small stones and was 
mildly inflamed there was no cholangitis and it 
certainly was not a factor in the pathogenesis of 
the pylephlebitis. 

The widespread distribution of the liver ab- 
scesses had been determined before death by the 
intravenous injection of Thorotrast (Fig. 2), which 
proved that surgical drainage would have been 
futile. Occasionally, when there is one large ab- 
scess or one cluster of small abscesses, drainage 
may be attempted. 
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JAUNDICE FROM HUMAN SERUM 


Ever since immunization against yellow fever 


has been undertaken on a large scale there have 


been reports of jaundice of varying severity occur- 


ring in inoculated persons. In the early reports at- 
tempts were made to explain the occurrence of such 
cases on the basis either of coexisting epidemics of 
catarrhal jaundice or of actual infections with liv- 
ing yellow-fever virus contained in the vaccine. 
These explanations have since been discarded as 
hot entirely fitting the facts. 


9290 . . 
In 1939 about 1,300,000 persons received protec- 


tive inoculations against yellow fever. One hun- 
dred and eighty-seven different lots of vaccine were 


EDITORIALS 91 


involved, but in each the virus had been preserved 
in human serum. One lot alone gave rise to jaun- 
dice in 304 persons, or slightly more than one 
fourth of those to whom it was given. A change 
made in the seed virus seemed to eliminate the 
difficulty, but in 1940 many cases again appeared 
following the use of other lots of vaccine. 

With the mobilization of troops for service in 
yellow-fever areas, vaccination against this disease 
was undertaken on a large scale among the armed 
forces, and during the first six months of 1942 over 
25,000 cases of jaundice appeared among American 
troops who had received such protective immuni- 


zation. There were 62 deaths, making a case 


.fatality rate of about 0.25 per cent. The vaccine 


used in all these cases likewise contained human 
serum as a base. 

More recently a change to a vaccine with an 
aqueous base seems to have eliminated this compli- 
cation, without impairment of the immunizing 
qualities of the vaccine, as indicated by laboratory 
tests. Over six hundred thousand doses of this 
aqueous-base vaccine prepared by the United 
States Public Health Service have now been used, 
and no untoward effects have been recorded after 
an apparently adequate period of observation.’ 

In Great Britain, cases have been encountered in 
which jaundice and the other symptoms character- 
istic of the syndrome following the inoculation of 
yellow-fever vaccine occurred after the injection of 
human serums that did not contain yellow-fever 
virus. Medical officers of the British Ministry of 
Health* have recently prepared a thought-provok- 
ing review of the present knowledge and recent 
experiences in this field, under the title “Homolo- 
gous Serum Jaundice.” A few of the outbreaks 
noted in this report, other than those following 
yellow-fever vaccine, deserve brief mention. 

The earliest cases date back to 1885, when 191 
cases of jaundice occurred in Bremen several weeks 
after vaccination of 1289 shipyard workers with a 
“glycerinated humanized lymph.” In two groups 
of workers in the same shipyard who were vac- 
cinated at the same time with different batches of 


lymph, no jaundice occurred. 
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In 1937, an outbreak occurred in which 41 out 
of 109 recipients of a single batch of measles con- 
valescent serum given subcutaneously developed 
jaundice, and 8 of them died. These cases were 
scattered through the southern part of England. 
In addition, 11 cases of jaundice were reported fol- 
lowing the injection of pooled Berkefeld-filtered 
measles adult serum, with 1 death. 

In March, 1942, of 266 British troops who each 
received less than 14 cc. of Seitz-filtered mumps 
convalescent plasma in one or two doses intra- 
venously, 86 developed jaundice. Furthermore, 48 
cases of jaundice following the injection of mumps 
convalescent serum were studied at the Harvard- 
Red Cross Hospital. 

In Great Britain, about a dozen cases have also 
been reported in which jaundice occurred after a 
long interval following the last of a series of trans- 
fusions of large amounts of dried and reconstituted 
human serum. And, cases following repeated 
whole-blood transfusions have been noted. 

In this country, Beeson* has reported 7 cases of 
jaundice that occurred from one to four months 
after transfusions of blood or plasma given at the 
time of injuries or of surgical operations. Three 
of these cases were recent, and 4 were culled from 
the records of 79 cases at the Grady Hospital in 
Atlanta in which the patients had been diagnosed 
as suffering from acute catarrhal jaundice or toxic 
hepatitis. Clinically these cases were similar to the 
mild cases of jaundice in the groups already men- 
tioned. ie 

Jaundice was the outstanding clinical feature in 
all these cases, and varied in severity. In the fatal 
cases, there was a fulminating hepatic necrosis, 
and widespread changes in other organs. Splenic 
enlargement was inconstant. Urticarial and Other 
rashes, usually classed as erythema multiforme, oc- 
curred in almost half the cases. Stiff joints with- 
out swelling occurred in about one fourth of them. 
There was some itching before the onset of jaun- 
dice. Anorexia, nausea and a heavy feeling in the 
epigastrium were the other frequent symptoms. 


The latent period between injection and symptoms 
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was usually between sixty and ninety days, but 
ranged from two to eighty weeks. 

Analogous conditions have apparently been ep. 
countered in horses after the injection of homol- 
ogous immune serums prepared in other horses 
but not with serums prepared in other animals— 
hence the designation “homologous serum jaun. 
dice.” 

In the cases of jaundice in human beings, the 
factors in the serum responsible for this condition 
have not yet been identified. Data concerning the 
donors are difficult to obtain in retrospect, and rec- 
ords are incomplete. Furthermore, the incidence 
and the occurrence of this complication are diff- 
cult to determine because of the long incubation 
period. This makes it highly essential to keep 
complete records concerning the donors and re. 
cipients of all preparations made from human 
blood. In the past it has been necessary to inquire 
concerning drugs and other toxic agents in any 
case that might be classed as catarrhal jaundice or 
toxic hepatitis. Now it is also necessary to consider 
previous inoculations as a possible cause of the 
jaundice in such cases. Only in this way can one 
hope to obtain further information regarding this 
extremely interesting and baffling condition that 
may be useful both in its prevention and in its 
management. 
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NEW TREATMENT FOR THE 
“HOOPING COUGH” 


Wiu1aM Moss, of Liverpool, writing about 174 
in The Liverpool Guide, made the following 
shrewd remarks concerning the treatment of the 
chin-cough, known variously as “hooping cough,’ 
“whooping cough” and plain “pertussis”: “When 
the complaint takes a favorable turn it is frequently 
attributed to the means that were last used: hence 


that means is ever after recorded as infallible. As 


en Ri lle Mibelorien dite 





Ta ae Ee 


aes ot! at 














3, 1943 


» but 


D en- 
»mol- 
1Orses 
als — 


jaun- 


, the 
lition 
g the 
1 rec- 
Jence 
difh- 
ation 
keep 
d re 
Iman 
quire 
any 
ce or 
sider 
E the 
1 one 
r this 
that 


in. its 


ous-base 
officers 


nsfusion 
21:1332- 











Vol. 229 No. 2 





it is a disease of the spasmodic or convulsive kind 
it has been sometimes relieved, or even removed, 
by a shock or sudden fright: thus riding upon a 
bear (a frightful mode of travelling no doubt) 
from the fright it occasions has been said to be 
serviceable. Giving the patient a part of some 
disgustful animal, as a mouse, &c., to eat, and af- 
terwards informing him of it; and so forth.” 

The diversity of the methods of treating whoop- 
ing cough offers the best evidence of the intracta- 
bility of the infection and the uncertainty of its 
course. The drugs that have been used for its al- 
leviation are legion: garlic has been put in the 
shoes of its victims; they have been taken to the 
gas works to inhale the invigorating chlorine 
fumes; they have been treated by x-rays, have been 
injected with serums, vaccines and undenatured 
bacterial antigens and have received topical appli- 
cations to the upper reaches of the nasal mucosa. 
To Osler has been attributed the one form of ther- 
apy that has been proof against time — six weeks 
and a good big bottle of paregoric. 

Practically every form of treatment that has 
been used has been apparently effective in a suf- 
ficient number of cases to attract a certain number 
of adherents, for even whooping cough must some- 
time come to its conclusion; any sedative form of 
treatment is certain to be palliative to some degree, 
although none can claim consistently spectacular 
results. The Sauer type of vaccine given in large 
doses can be considered as prophylactically suc- 
cessful. 

The December 26, 1942, issue of the British Medi- 
cal Journal makes editorial comment, under the 
title “High Flying for Whoopers,” on one of the 
newer and more novel forms of treatment, as de- 
veloped and published by the Berne school of med- 
ical practice. By this method of treatment, whoop- 
ers in scientifically impressive numbers were given 
ninety-minute airplane flights, ascending not too 
rapidly to an altitude of eleven to twelve thousand 
feet, which was maintained for forty minutes. An 
abrupt cure was registered for 22.8 per cent, with 
another 32 per cent cured within eight days. A 
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second flight was sometimes necessary. Less 
spectacular, the Jungfrau was ascended by rail by 
another group, with no benefit accruing. Truly 
impressive results, however, were obtained by plac- 
ing patients in a low-pressure chamber for thirty 
minutes, there being 31 per cent of immediate 


cures, with an additional 50 per cent improved. 


If these results can be consistently obtained some- 


thing of real value has been offered — provided 
enough low-pressure chambers can be made avail- 


able when the need for them arises. 
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WILLIAMs’s TRACHEAL TONE 


This physical sign was described by Dr. Charles 
J. B. Williams (1805-1889) in the fifteenth of a 
series of lectures delivered to the students of St. 
George’s Hospital, London, during 1836 and 1837. 
The lectures were published in the London Medi- 
cal Gazette and in book form, both in London 
and Philadelphia, in 1838 and 1839. The follow- 
ing is a quotation from page 148 of Lectures on the 
Physiology and Diseases of the Chest (Philadel- 
phia, 1839): 


. in dilated bronchi, if any dulness exist, it is 
generally in the mammary, lateral or scapular re- 
gions of the chest, and is often accompanied by a 
sound of a peculiar kind. This is a hollow tube-like 
sound, and from its semblance to that produced by 
mediate percussion on the trachea, or by tapping 
with the finger on the mouth of a small phial, I have 
given it the name of tracheal or amphoric. 1 can give 
you a notion of the kind of sound, by filliping on a 
finger pressed on the larynx or trachea, or on the 
cheek when the mouth is opened in the manner of 
sounding the letter O. .. . 


In the sixteenth lecture, page 161, Dr. Williams 
mentions the occurrence of the same sound in cer- 
tain cases above the dullness due to pleural effu- 
sion: 


.. . let this portion of lung be perfectly condensed 
by a liquid effusion, or perfectly consolidated by 
hepatization, and you will then get the bottle-note of 
the tubes, just as you do of the windpipe where no 
lung intervenes but since my attention has 
been drawn to it, I have met with several cases of 
both pleurisy and pneumonia, in which it existed 
in a smaller degree; and I had occasion to notice in 
the last lecture that it sometimes occurs with dilated 
bronchi. 


R. W.B. 
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RESOLUTION ON DEATH OF 
HAROLD WARD DANA 


The members of the Senior Staff of the Boston 
City Hospital have suffered a severe loss in the 
death of Dr. Harold Ward Dana. He was for 
twenty years a prominent member of the Medical 
Staff of the Boston City Hospital. 

During his long term of service he was also 
identified with the teaching of clinical medicine 
at Tufts College Medical School, holding the rank 
of clinical professor of medicine. 

Although Doctor Dana resigned from the hos- 
pital in 1935, he maintained an active interest in 
the institution and kept in touch with his many 
friends on the staff. 

He also served as major in the Medical Corps 
of the United States Army during the first World 
War, and following this he was active in the 
Military Order of the World War and numerous 
other societies. Therefore, be it resolved 

Tuat the members of the Senior Staff of the 
Boston City Hospital hereby express their regret at 
the loss of a valued member of the profession and 
extend to the members of his family their most 
sincere sympathy. 


Carmi R. ApEn, Secretary 
Senior Staff, Boston City Hospital 





WAR ACTIVITIES 
CIVILIAN DEFENSE 
Ruies FoR AFFILIATED HospiraL Units 


The following circular letter (Medical Series No. 31) 
has recently been released by the Office of Civilian De- 
fense, Washington, D. C.: 

* * * 

One hundred and ninety-one hospitals and medical 
schools have been invited by the Surgeon General of the 
United States Public Health Service to organize affliated 
hospital units of the Emergency Medical Service of the 
United States Office of Civilian Defense. The invitation 
was extended to so large a number of civilian hospitals 
because each unit will be called on for service only in a 
war emergency affecting its own region. Units will be 
activated only in event of a grave military disaster af- 
fecting the civilian population or military personnel in 
the area in which the parent hospital is located. Activa- 
tion of a unit will take place only on recommendation 
of the state chief of Emergency Medical Service and the 
regional medical officer of the Office of Civilian Defense, 
subject to certain limitations imposed by the Surgeon 
General and the chief medical officer of the Office of 
Civilian Defense and by agreements with invited hospi- 
tals. 

Because these limitations may not as yet be understood 
by all physicians and hospitals that have been invited to 
participate in the Emergency Medical Service, the rules 
governing activation of affiliated units are set down as 
follows: 
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1. Members of the staffs of affiliated units are com- 
missioned in the inactive reserve of the United States 
Public Health Service, generally with the rank of 
passed assistant surgeon, surgeon or senior surgeon 
(equivalent, respectively, to the Army rank of cap. 
tain, major or lieutenant colonel). They will remain 
on inactive status for the duration of the war unless 
urgent need for their services should arise in their re. 
gion because of an air raid or other grave wartime 
disaster. When activated under such circumstances, 
these officers will receive the pay and allowances of 
officers of equivalent grades in the armed forces, 

2. The two specific purposes for which a unit may 


be activated are: 


(2) For duty in an emergency base hospital to 
which civilian casualties and other hospitalized pa. 
tients must be transferred because a community is un. 
der enemy attack and one or more of its hospitals 
must be evacuated. 


(6) For temporary duty to assist the armed forces 
at the time of an extraordinary military emergency, 
which may temporarily overtax local military hospital 
facilities. Such temporary assistance will be provided 
in or near the locality in which an affliated unit has 
been organized. The period of emergency assistance 
is expected to be of short duration and will last only 
until the Surgeon General of the Army can send in 
additional medical officers or until he can distribute the 
excessive load of sick and wounded to military hos- 
pitals in other parts of the country. Affiliated units 
are organized primarily for civilian protection and 
are not to be used to staff military hospitals as the 
expand to meet increasing medical requirements of the 


Army. 


3. Since affiliated units are organized by the Medi- 
cal Division of the Office of Civilian Defense as part 
ot the Emergency Medical Service of their states, they 
will be expected to provide aid only in their own ot 
neighboring states. Their members will not be de- 
tached for duty in other parts of the country nor, in 
accordance with the terms of their recruitment, will 
they be activated for any other duty except those 
listed in paragraph 2 of this statement. 

4. A unit organized from the staff of a teaching 
hospital of a medical school will not be called unless 
the hospital itself must be evacuated or unless there 
is no unit from a nonteaching hospital to meet the 
emergency need. 

5. The period of obligation for service will cease 
at the termination of the present national emer- 
gency; the Surgeon General will accept the resign 
tions of members of units six months after cessation 
of hostilities. 

6. A commission in the inactive reserve of the 
United States Public Health Service does not prevent 
a member of an affiliated unit from entering the 
armed forces; resignation will be accepted for this 
purpose. 

7. Members of affiliated units may wear the author- 
ized lapel buttons which indicate that they have et 
listed for emergency service. They are not to wear 
the uniform until called to active service and need 
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not purchase a uniform unless the possibility of active 
service is imminent. Uniforms will not be required 
for brief periods of active service. 


Because it is essential for civilian protection, the or- 
ganization of affiliated units has received approval of the 
Board of Trustees of the American Medical Association. 
For the same reason, the Directing Board of the Procure- 
ment and Assignment Service has authorized “essential” 
physicians to accept positions in afhliated units. 





REPORT OF MEETING 
NEW ENGLAND PATHOLOGICAL SOCIETY 


The annual spring meeting of the New England Path- 
ological Society was held at the new auditorium of the 
Boston University School of Medicine on the evening of 
May 20 at 8:00 p.m. The guest speaker was Dr. Howard 
T. Karsner, professor of pathology and director of the 
Institute of Pathology, Western Reserve University and 
University Hospitals, Cleveland, whose subject was 
“Functioning Endocrine Tumors.” 

Dr. Karsner gave a summary of the tumors of endocrine 
glands that may exhibit disturbances apparently due to 
hormonal influences. Illustrative cases were presented 
and oriented in reference to their origin. The tumors 
first discussed were adenomas of the pituitary gland, 
acidophilic and basophilic, and the neoplastic lesions that 
destroy the gland. Lesions of the parathyroid gland, in- 
cluding hyperplasias and neoplasms, were reviewed. Of 
the tumors of the pancreas, those arising from the islets 
were emphasized. Neoplasms of the adrenal cortex and 
medulla were described, with emphasis on the distinctive 
clinical and pathologic manifestations — those of the cor- 
tex producing alterations of the secondary sexual char- 
acters, and those of the medulla, increased output of 
adrenaline. Of the ovarian tumors, those accompanied 
by the phenomena of feminization and virilism were con- 
sidered, as were functioning tumors of the testis. Through- 
out the paper emphasis was laid on the correlation of the 
diseases with hormonal assays and the diagnostic aid 
that may be provided by certain of the assays. 

Following the program a business meeting was held 
with the election of the new officers. These are as follows: 
president, Dr. Alan Moritz, of Boston, and vice-president, 
Dr. Joseph Porter, of Portland, Maine. 





BOOK REVIEWS 


Emergency Care. By Marie A. Wooders, B.S., R.N., and 
Donald A. Curtis, M.D. 8°, cloth, 560 pp., with 201 il- 


— Philadelphia: F. A. Davis Company, 1942. 
0. 


' This volume on emergency care is a nurses’ manual 
“Or service in national and civil emergencies as is stated 
in a foreword by Colonel Walter P. Davenport, M.C., 


AUS. 
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The ook is divided into seven units covering general 
i petrsey hospital accidents, accidents due to individ- 
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ample, Chapter XI shows extremely good illustrations of 
the poisonous plants that may come in contact with or 
be eaten by the unwary. Other units of the book show 
the same completeness in illustration and graphic de- 
scription, particularly the chapter on fractures and dis- 
locations and the transportation of the sick and injured. 


The authors aptly remark that the training of people 
to face danger and disaster should be begun by teaching 
first aid and disaster co-operation in the high schools and 
by using military discipline for the young men and that 
of auxiliary services for the young women. It is the 
reviewer's opinion that physicians can profit by a careful 
reading of this volume as well as army and civilian 
nurses, for whom the book is primarily written. 


Abdominal and Genito-Urinary Injuries. Military Sur- 
gical Manuals: Vol. III. Prepared under the auspices of 
the Committee on Surgery of the Division of Medical 
Sciences, National Research Council. 8°, cloth, 243 pp., 
with 28 figures. Philadelphia and London: W. B. Saun- 
ders Company, 1942. $3.00. 


This compendium relating to abdominal injuries and 
to those of the genitourinary tract leaves a favorable ini- 
pression. It is concise, clearly written and intelligently 
illustrated. The authors have assumed that they are 
writing for a group of men already trained in general 
surgery and have confined their text to the management 
of those injuries encountered in modern warfate. The 
reader does not have to wade through hundreds of pages 
covering elementary surgical instruction; practically every- 
thing in the book deals with the problems in which he 
is particularly interested. 

The general character of war injuries, the background 
of the soldier who is wounded and the methods of han- 
dling the wounded, as well as the essentials of preopera- 
tive and postoperative care, are briefly outlined. Other 
sections deal with the management of injuries of specific 
organs. 

Genitourinary injuries are treated briefly in the sec- 
tion on abdominal surgery, and at greater length in the 
section devoted to this class of injuries. The chapter on 
injuries of the kidney and ureter and that on the care 
of the neurogenic bladder are particularly good. The 
book closes with a few pages of “Do’s” and “Don’t’s” re- 
garding genitourinary injuries. 

There are a few discrepancies between the advice given 
by the writers of various chapters. For example, one 
advises drainage of the peritoneum in cases of intraperi- 
toneal rupture of the bladder, whereas another advises 
against it. Generally speaking, however, the teaching is 
consistent. 






Orthopedic Subjects. Military Surgical Manuals: Vol. IV. 
Prepared and edited by the Subcommittee on Orthope- 
dic Surgery of the Committee on Surgery of the Division 
of Medical Sciences, National Research Council. 8°, 
cloth, 306 pp., with 79 illustrations. Philadelphia and 
Lordon: W. B. Saunders Company, 1942. $3.00. 


This military surgical manual on orthopedic surgery 
has been written by recognized authorities in the United 
States under the editorship of Dr. George E. Bennett. 
Although written primarily as a guide for the medical of- 
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ficer it should be of equally great value to the industrial 
and orthopedic surgeon engaged in civil practice. 

The manual is divided into four major sections: un- 
united fractures; injuries of the spinal column; com- 
pound fractures; and osteomyelitis. The text is well 
written, and the procedures advocated are clearly de- 
scribed. Adequate warning is given of complications and 
of the dangers to be avoided. Whereas undue emphasis 
is given at times to the favorite method of treatment of 
the surgeon who has written each chapter, the general 
directions are sound and are stated in a simple under- 
standable manner. 

This is an excellent manual, well conceived and ably 
written. Although it will not make orthopedic surgeons 
of the medical officers who first treat these injuries, it 
should lead to greatly improved care, to a rapid return of 
function and to a great decrease in permanent disability. 


First Aid and Bandaging. By Arthur D. Belilios, M.B., 
B.S. (Lond.), D.P.H. (Eng.), and others. 16°, cloth, 
628 pp., with 239 illustrations, Baltimore: The Williams 
and Wilkins Company, 1942. $1.75. 

This handbook gives a comprehensive exposition of its 
subject, from the general principles of first aid through 
all the special sections that are necessary in any considera- 
tion of this subject. It even takes up the subject of first 
aid in maternity cases. The section on the treatment of 
hemorrhage is clearly and soundly given so that a first- 
aid student can easily grasp the situation. 

The three chapters on the respiratory system, resusci- 
tation and asphyxia are well illustrated and much to the 
point. In the section on burns, the question of shock 
and excluding air from the burned surface, the removal 
of clothing and absolute cleanliness are given the impor- 
tance that they deserve. As in so many first-aid books, 
immediate treatment with a solution of sodium bicar- 
bonate is given prominence. It is of interest to read 
that the well-known, earlier treatments with carron oil 
and with various ointments are only mentioned as having 
now been discarded, at least in all but the most trivial 
burns. The triple-dye treatment is given prominence. 

The following apt quotation is taken from the first 
section of the book: “First aid cannot be learned entirely 
from a textbook, nor can it be practiced by rule of thumb. 
The layman who attempts to do without professional as- 
sistance is not practicing true first aid.” Certainly the 
student of first aid will learn from this book that over- 
zealousness may result in harm to the patient in attempt- 
ing too much too quickly. 


Shock: Its dynamics, occurrence and management. By 
Virgil H. Moon, M.Sc., M.D. 8°, cloth, 324 pp., with 36 
illustrations. Philadelphia: Lea and Febiger, 1942. $4.50. 


The basis for this text may be stated briefly as follows: 
Shock results from leakage through capillary walls, not 
only at sites of injury but throughout the body, particular- 
ly in the viscera. The resulting decrease in effective circu- 
lating plasma volume causes tissue anoxia and therefore 
death. If there is no local trauma, capillary leakage is as- 
sumed to result from various deleterious agents affecting 
the capillary walls directly or as a result of the anoxia 
caused by such agents. The evidence for capillary leakage 
is the presence of congestion of the peripheral vessels, 
petechial hemorrhages, edema and effusions, which are 
uniformly present in all types of shock. Since hemocon- 
centration is an inevitable sequel, it is always present. 





Such phenomena will not be found in hemorrhage, be 
cause hemorrhage is not shock, ’ 


The data are woven into a pattern that results jn a re. 
afirmation of the classic view of shock. The author 
however, has found it desirable to redefine shock ag fo, 
lows: “Shock is a disorder of fluid balance resulting in a 
peripheral circulatory deficiency which is manifested by 
a decreased volume of blood, reduced volume flow, hemo. 
concentration, and by renal functional: deficiency.” No 
doubt this definition will require alteration in the light 
of the enormous mass of new data that are now being 
gathered. For example, there is recent evidence con. 
tradicting the theory of leakage through capillaries out. 
side local areas of injury. The kidney, furthermore, al 
though a vital organ, is no more important than¢the 
liver, the function of which has also been shown to fail. 

The reviewer believes that much of the evidence cited 
in support of the author’s viewpoint is too selective, and 
some of it insufficient in detail, to be convincing. The 
case histories in support of the evidence. for hemoconcen. 
tration (pp. 249-251) are an illustration in poiit. So far 
as the pathological data on leakage are concerned, the 
presence of congestion and petechial hemorrhages does 
not necessarily imply the existence of increased capil- 
lary permeability. 

A number of statements are of dubious validity, Ex. 
amples of such statements are the following: Page 24— 
“|Among the clinical signs of shock] there is a constant 
thirst but efforts to relieve it are ineffectual because of 
persistent vomiting. . . . Often there is diarrhea. . . .” 
Page 50— “If arterial vasoconstriction were an impor- 
tant primary factor initiating shock, one would expect 
that syndrome to develop occasionally in cases of so-called 
essential hypertension. .. . An extensive superficial burn 
will result in shock in a degree proportional to the s¢- 
verity and the area of the burn. If treated promptly, 
as with tannic acid, shock may not develop or will be of 
lesser degree.” Page 126—“In one group of experi 
ments, a neutralized solution of trypan blue, pH 74, 
was injected intravenously when examinations of the 
blood indicated that hemoconcentration was developing. 
Extensive visceral areas were found at necropsy to be 
stained with the dye. . . . Likewise the serous effusions 
in the pleural and pericardial cavities were distinctly 
tinged with blue. The muscles and other peripheral 
tissues were not affected. These results indicate that 
capillary endothelium in extensive visceral areas became 
abnormally permeable to colloids. The permeability and 
the loss of fluid were not limited to the area of tissue 10- 
jury. This finding is incompatible with the belief that 
shock is due to loss of fluid in local areas of trauma.” 

In the reviewer's opinion, the book is not likely to rank 
among the enduring contributions to the subject of shock. 


A Textbook of Clinical Neurology, with an Introduction 
to the History of Neurology. By Israel S. Wechsler, MD. 
Fifth edition. 8°, cloth, 840 pp., with 162 illustrations 
Philadelphia and London: W. B. Saunders Company, 
1943. $7.50. 


Four editions of this popular textbook have been 
for since it was originally issued in 1927. Since the last 
edition, four years ago, new material has been added r¢ 
garding chemotherapy, headache, electroencephalography 
and a few other topics. The book is therefore improve 
and its usefulness enhanced. 
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NOTICES 
SOCIETY MEETINGS AND CONFERENCES 


Catenpar OF Boston District FOR THE WEEK BEGINNING 
Tuurspay, Jury 15 


Tuurspay, Jury 15 
#10:00-11:30 a.m. Medical staff rounds. Peter Bent Brigham Hospital. 


Monpay, JULY 19 
*12:15-1:15 p.m. Clinicopathological conference. Peter Bent Brigham 
Hospital. 


Tuespay, Jucy 20 
*/2:15-1:15 p.m. Clinicoroentgenological conference. Peter Bent Brig- 


ham Hospital. 


2:00-4:00 p.m. Myasthenia gravis clinic, Out Patient Department, 
Massachusetts General Hospital. 


Wepnespay, Juty 21 


*12:00 m. Clinicopathological conference. Children's Hospital. 


*Open o the medical profession. 


Seeremper 8-11. American Congress of Physical Therapy. Page 32, 
issue of July | 


Ocroser 11-22. 1943 Graduate Fortnight of the New York Academy 
of Medicine. Page 32, issue of July 1. 


District SOCIETIES 
MIDDLESEX NORTH 
Juty 28 


WORCESTER NORTH 
Jury 28. 


BOOKS RECEIVED 


The receipt of the following books is acknowl- 
edged, and this listing must be regarded as a suf- 
ficient return for the courtesy of the sender. Books 
that appear to be of particular interest will be re- 
viewed as space permits. Additional information 
in regard to all listed books will be gladly 
furnished’ on request. 


Diseases of the Nose, Throat and Ear: Medical and sur- 
gical. By William L. Ballenger, M.D.; and Howard C. 
Ballenger, M.D., associate professor of otolaryngology, 
Northwestern University School of Medicine, Chicago, 
and surgeon, Department of Otolaryngology, Evanston 
Hospital, Evanston, Illinois. Eighth edition. 8°, cloth, 
975 pp., with 604 illustrations and 27 plates. Philadelphia: 
Lea and Febiger, 1943. $12.00. 


This standard reference work has been in part re- 
arranged, rewritten and amplified. Much obsolete and 
repetitious matter has been eliminated. Many illustra- 
tions have been replaced, and new ones added. New 
procedures, such as Dr. Brian T. King’s operation for 
bilateral paralysis of the recurrent laryngeal nerves, Dr. 
J. D. Kelly’s technic of arytenoidectomy for the same 
type of paralysis, and Lempert’s endaural approach to 
the mastoid and his fenestration operation for otosclero- 
sis, have been added. Many photomicrographs covering 
a wide range of pathologic conditions have been included. 


(Books Received continued on page viii) 








THE CHANNING HOME 


FOR PULMONARY TUBERCULOSIS 
Established 1857 


198 PILGRIM ROAD; LONGWOOD, BOSTON 


Proper nursing care and good food are provided in 
restful surroundings. Owing to its endowment fund, 
charges for board vary with the patient’s financial 
means. There are no physicians’ fees. 


Address all applications to 
ELIZABETH H. PELTON, R.N., Superintendent 
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LONgwood 7070 1379 Beacon Street, Brookline 
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Standard Nursing Procedures of the Departmen of Hos 





Both in chemical composition and in 
caloric value these two types of KARO 
are practically identical. There is only 
a difference in flavor. 

Either is equally effective in milk 
modification. Your patients may safely 
use either type, if the other is tempo- 


rarily unavailable at their grocers’. 





How much KARO for Infant Formulas? 


The amount of KARO prescribed is 6 to 8% of 
the total quantity of milk used in the formula— 
one ounce of KARO in the newborn’s formula is 
gradually increased to two ounces at six months. 


CORN PRODUCTS REFINING CO. 
17 Battery Place « New York, N. Y. 
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pitals, City of New York. Prepared by the Committe 
on Nursing Standards, Division of Nursing, Departmen, Ne 
of Hospitals. Mary E. Manley, R.N., M.A, director, ¢ By 
cloth, 436 pp., with 28 illustrations and frontispiece. New 
York: The Macmillan Company, 1943. $3.25, Co 

This book has been compiled primarily for the Use of 
nurses in the several institutions of the Department of 
Hospitals in New York City. However, it compriss ; 
detailed manual of practice suitable for nurses in ay 
community. It is divided into four parts, the first having 
to do with the history and administration of the New 
York hospitals; the second discusses basic nursing cat: 
the third, special nursing procedures, such as neurologi, 
obstetric and pediatric; and the fourth, the place of tty 
hospital in the community. 


A Manual of Otology, Rhinology, and Laryngology, } 
Howard C. Ballenger, M.D., associate professor of ot 
laryngology, Northwestern University School of Medicin: 
Chicago, and surgeon, Department of Otolaryngology 
Evanston Hospital, Evanston, Illinois. Second edition 
8°, cloth, 334 pp., with 114 illustrations and 3 coy 
plates. Philadelphia: Lea and Febiger, 1943. $4.00, 


The second edition of this concise manual on disess 
of the nose, throat and ear has been revised in part 
conform to present-day knowledge and practices, Pho» 
micrographs of commoner pathologic conditions ha HRTj. 
been added. A new chapter covers foreign bodies in tk . 
air passages and the technic for tracheotomy. The wat 
is based somewhat on the larger and more comprehe 
sive work of Dr. Ballenger, and has been prepared pr. 
marily for the medical student. 
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Flying Men and Medicine: The effects of flying upon th 
human body. By E. Osmun Barr, M.D. 8°, cloth, 24 p, 
with 8 illustrations and 1 plate. New York City al 
London: Funk and Wagnalls Company, 1943. $2.50. 


This is a popular work in which the effects of flying 
are explained in language that can be understood by t 
layman. It is written especially for the prospective fre 
and its aim is to present the medical aspects of aviatia 
that determine whether a person is suited physically ai 
mentally to undertake the exacting training that flying: 
quires. It discusses how the candidate can prepare hit 
self for examinations and how he can maintain his ¢ a 
ficiency after he has qualified as an aviator. The bot 
explains why the eye is so important to flying, how &MiMan, 
ear works in the air, the need of a strong breath Miinduc 
system, what the circulation does and how the dligestit n In 
system acts in flying. It emphasizes the necessity 10! @@Bonal 
stable nervous system in all aviators. ustri 
A Manual of Pulmonary Tuberculosis and an Alas 6 ¥ 
Thoracic Roentgenology. By David O. N. Lindberg bles 
M._D., lécturer on tuberculosis, State University of Jon hie 
College of Medicine, and director of roentgenology, low aK 
State Sanatorium. 4°, cloth, 233 pp., with 44 illustrat ie Thi 


Th 


and 145 plates. Springfield, Illinois: Charles C Thom _ 
1943. $6.50. | a 

This is a practical manual, emphasizing diagn’s dust 
treatment and control of pulmonary tuberculosis wv age 
aspects as allergy, immunity, resistance and m0 eal 
are discussed, and theoretical, experimental or controv Bite: | 
subjects are not included in the text. A chapter ation 
voted to the interpretation of the roentgenograms 0 eS, st 
chest. An atlas of roentgenograms follows the text # dd 


supplements it by direct reference. dust 
d th 





July 8 4 


it of Hos 
Sommitte 
partment 
ector, §, 
lece, New 


the use of 
rtment of 
prises 4 
es in any 
rst having 

the New 
SINg cae 
neurologi, 
ace of th 


ology. By 
or of otp 
Medicine 
ryngology, 
id edition 
id 3 cole 
$4.00. 


ON diseass 
in part 


es. Phot i 


tions hate 
dies in te 
The work 
comprehen 
epared pr: 


g upon th 
th, 243 pp, 
¢ City and 
$2.50. 


rs of fying 
ood by th 
vective fire 
of aviatio 
ysically an 
at flying te 
‘epare hint 
rain his ¢ 

The bos 
g, how the 
x breathy 
re digest 
essity for! 


in Atlas a 
_ Lindbeg 
ty of om 
ology, lov 
illustration 
C Thoms 


diagnos 
losis. Sv? 
morphol 
sontrover* 
apter is 
rams of 

he text # 


1, 9 
229 No. 2 


ADVERTISING SECTION 





Nurses in Action: The story of the Army Nurse Corps. 
By Colonel Julia O. Flikke, A.U.S., superintendent of the 
Army Nurse Corps. With an introduction by Lieutenant 
Colonel L. L. Gardner, M.C., A.U.S. 8°, cloth, 239 pp., 


with 121 illustrations and frontispiece. Philadelphia: 


J. B. Lippincott Company, 1943. $2.50. 


This book tells the story of the Army Nurse Corps from 
ts forerunner in Revolutionary War days and follows 
its development through the Civil War and the Spanish- 
American War up to the present time. Its scenes are laid 
in China, the Philippines, France, Iceland, New Cale- 
donia and Corregidor, in fact, wherever nurses are called 
in the line of duty. An important part of the book is 
devoted to the training of army nurses and discusses the 
customs and etiquette of the service and the opportuni- 
ties the corps offers for a career. The author has twenty- 
five vears in the service to her credit and was sworn 
in early in 1942 as a colonel, the first American woman 
to hold so high a military rank. In World War I, she 
egan her career when she took one hundred nurses to 
France. During the peace years she efficiently handled 
the Army Nurse Corps. Now, she is efficiently caring 
for the nursing problems of global war, and the nurses 
nder the command are ready for service anywhere in 


he world. 


The Physiological Basis of Medical Practices. By Charles 

. Best, M.D., D.Sc. (Lond), F.R.S., F.R.C.P. (Can.), 
professor and head of Department of Physiology, asso- 
iate director of the Connaught Laboratories and re- 
earch associate in the Banting—Best Department of Medi- 
al Research, University of Toronto; and Norman B. Tay- 
or, M.D., F.R.S. (Can.), F.R.C.S. (Edin.), F.R.C.P. (Can.), 
RCS. (Eng.), L.R.C.P. (Lond.), professor of physiol- 
bgy, University of Toronto. Third edition. 8°, cloth, 
942 pp., with 497 illustrations, 79 tables and 3 color 
plates. Baltimore: The Williams and Wilkins Company, 
943, $10.00. 


This reference work, first published in 1937 and 
any times reprinted and revised, has now been partially 
ewritten and includes the advances in the many fields 
f physiology that have taken place in the past three and 
half years. The section “Intracellular Respiration, 
espiratory Enzymes and Energy Liberation” has been 


entirely rewritten. 


anual of Industrial Hygiene and Medical Service in War 
dustries. Issued under the auspices of the Committee 
n Industrial Medicine, Division of Medical Sciences, Na- 
onal Research Council. Prepared by the Division of In- 


MBustrial Hygiene, National Institute of Health, United 


tates Public Health Service. Edited by William M. Gaf- 
Her, D.Sc. 8°, cloth, 508 pp., with 20 illustrations and 5 


bles. Philadelphia and London: W. B. Saunders Com- 
any, 1943. $3.00, 


This work is intended as a source of information for 
Mdustrial physicians who must meet the changed con- 
itions for industries converted to war purposes, and also 
ba guide for those who volunteer to take the place of 
dustrial physicians and have gone into the service. It 
* composite work of a number of authors, and the ma- 
ial seems to be well organized. It is divided into 
ree parts. The first concerns the organization and op- 
ation of facilities and is subdivided into various serv- 
« = as medical, nursing, dental and plant; the sec- 
9 rea prevention and control of disease in 
: rs icluc ing plant sanitation in its broadest aspects; 
€ third discusses the manpower problem. 








STILL THE SAME OLD 
JOHNNIE WALKER 


BORN 1820... 
still going strong 


Unchanging quality has made 
Johnnie Walker a well-known 
character all over America. 

Due to British war restrictions, 
gold foil has been elim- 
inated and other slight 
changes have been 
made on the outside of 
the familiar Johnnie 
Walker bottle—but in- 
side good old Johnnie 
Walker whisky re- 
mains unchanged. 


BLENDED SCOTCH WHISKY 


CANADA DRY GINGER ALE, INC. 
New York, N.Y. °* Sole Importer 

















THE NEW ENGLAND JOURNAL OF MEDICINE 


July 8 199 





64th Year 


RING SANATORIUM 
AND HOSPITAL 


ARLINGTON HEIGHTS, MASS. 


For the diagnosis, care and treatment of men- 
tal, nervous and chronic medical diseases. 


Facilities for all accepted therapeutic measures, 
including artificial fever and shock therapy. 


Outpatient department for referred cases only. 
Moderate, all-inclusive rates. 


Votta R. Hatt, M.D., MartHa Brunner, M.D. 
Resident Physicians 


Harta T. Rinc, Administrator 


163 Hillside Avenue Tel. AFL 0081 


Dr. Taylor’s 
Private Hospital 


a For the Treatment of 

ACUTE or CHRONIC 
ALCOHOLISM 

House well equipped and furnished, 


skilled attendants, good food and com- 
fortable rooms at moderate rates. 


Methods of treatment are those proved best after 
30 years’ successful experience. 


FREDERICK L. TAYLOR, M.D. 


45 Centre Street, Boston, Mass. 
Roxbury District 








Near Dudley Street Terminal 








WOODSIDE COTTAGES 
Framingham, Mass. 

A sanitarium specially adapted for nervous and 
convalescent patients who need rest and upbuilding 
in normal surroundings. 

No committed mental cases. 
ARTHUR H. WARD, M.D., Medical Director 























Glenside 


JAMAICA PLAIN, BOSTON, MASS. 


A small, attractively located sanitarium for 
nervous, mild mental or chronic illnesses. 


Mase. D. Orpway, M.D. 
6 Parley Vale Tel. ARN 0044 














Wiswall 
Sanatorium 


203 Grove Street 
Wellesley, Mass. 


A small group of attractive build- 
ings for the care and treatment 
of nervous and mild mental dis- 
eases. 
Facilities for training and diver- 
sion under the direction of a com- 
petent therapist. 
E. H. WISWALL, M.D. 
Superintendent 
HALE POWERS, M.D. 
Resident Physician 


Tel. WEL 0261 





WESTWOOD LODGE 
Westwood, Mass. 


A modern private sanitarium within fifteen miles of 
Boston, for the treatment of nervous and mild mental 
diseases; also for those in need of rest under medical 
supervision. Separate buildings make possible a satis- 
factory grouping of patients. The buildings, which 
include one devoted exclusively to occupational therapy, 
are surrounded by over one hundred acres comprising 
woodlands, gardens and pine groves. 


Superintendent 
WILLIAM J. HAMMOND, M.D. 
Resident Physicians 


Sipney M. Bunker, M.D. 
Ex.siz S. Neustapt, M.D. 





Perkins School 


LancasTER, Mass. 


Devoted to the scientific understanding 
and education of children of retarded 
development. 

Five homelike and attractive buildings 
surrounded by 85 acres of campus and 
gardens. 


Medical Direction Experienced Staff 
FRANKLIN H. PERKINS, M.D. 


————____. 





SS 
ADAMS HOUSE 
(oF ApAMs Nekvine) 
Established 1877 


A sanitarium-clinic for the _| 
psychoneuroses exclusively 





| 





| Located in 
beautiful suburban Boston 


James Martin Woopatt, MD, | 
Medical Director 
990 Centre Street 
Boston (Jamaica Plain), Mass, 
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Baldpate Ine. 


Georgetown, Mass. 
GEO 2131 — Boston Office KEN 8]00 


For the treatment of psychoneuroy 
personality disorders, psychoses, alcoholism 
and addictions. 

Psychotherapy is the basis of treatmen 
other methods such as shock therap, 
malaria and fever box are used whe 
indicated. 

Occupation under a trained therapis 
diversions and outdoor activities. 











A Request for 
Change of Addres 


Must reach us at least two weeks 
fore the date of issue with which itis 
to take effect. Duplicate copies cannt 
be sent to replace those undelivered 
through failure to send such advantt 
notice. With your new address & 
sure to send us the old one, enclosits, 
if possible, your address label from’ 
recent copy. 


NEW ENGLAND JOURNAL 
OF MEDICINE 


8 Fenway, Boston 15, Mass. 











ee 











UU 








(Hospital Literature) 


CHARLES B. TOWNS HOSPITAL 


Serving the Medical Profession for Over 40 Years 
FOR ALCOHOLISM AND DRUG ADDICTION EXCLUSIVELY 
Definite Treatment -- Fixed Charges -- Minimum Hospitalization 
293 CENTRAL PARK WEST, NEW YORK, N. Y. -- Tel: SChuyler 4-0770 
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